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The article reviews academic literature in the
social sciences and health on the problems and
challenges of STD/AIDS prevention in Portuguese-speaking African countries. Based on a
bibliographic survey of the SciELO, PubMed,
and Sociological Abstracts databases between
1997 and 2007, the research under review was
organized into two groups, according to content.
The first group of studies sought to understand
STD/AIDS vulnerability among social groups
by examining local cultural and socioeconomic
factors as related to gender dynamics, sexuality, color/race, religion and health care. The
second group encompassed critical assessments
of shortcomings in the STD/AIDS educational
messages delivered by governments and international agencies. Attention is called to the way
in which the presence of traditional medicine
systems and the occurrence of civil wars in the
post-colonial period impact the STD/AIDS epidemic in the African countries under study.
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This exploratory study reviews the literature in
the field of the social sciences and health on the
problems and challenges of STD/AIDS prevention in sub-Saharan Africa, with a focus on research in Portuguese-speaking African countries
(known by the acronym PALOP, for Países Africanos de Língua Oficial Portuguesa): Mozambique,
Angola, Cape Verde, Guinea-Bissau, Equatorial
Guinea, and São Tomé and Príncipe.
The survey encompassed scientific production from 1997 to 2007 available in the SciELO,
PubMed, and Sociological Abstracts databases.
Methodologically, the search cross-referenced
descriptors related to AIDS, African countries
and prevention, and socio-cultural dimensions
like gender and sexuality, among others.
The studies were divided into two groups.
The first examined vulnerability to STD/AIDS
among social groups, based on analyses of the
cultural and socio-economic factors linked to
gender roles, sexuality, emotional and sexual interactions, religious affiliation, social networks,
educational level, and access to social goods and
healthcare services. The second group offered
critical evaluations of shortcomings in the educational STD/AIDS messages of governments and
international agencies. Attention is called to the
specific features of African countries, including
a marked reliance on traditional medicine and
recent civil wars. Although the factors examined
in both groups constitute specific dimensions, in
the complexity of the real world they are all inter-
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twined, with relations of mutual determination
and association, and they should be interpreted
in conjunction.

Cultural and socio-economic dimensions
of the HIV/AIDS epidemic
The concept of gender – that is, cultural attributes
associated with the female or male sex – has made
its growing influence felt in the world literature
on the HIV/AIDS epidemic. Interpretations of
rising HIV transmission through heterosexual relations and among women, especially in contexts
of socio-economic inequality and social marginality, have taken into account the implications of
hierarchical relations, which are characterized by
the hegemony of male power and concomitant
greater female subjugation, partly grounded in
the control of sexuality. These features are found
in various contexts in sub-Saharan Africa. Reflecting this tendency, the literature under review
explores how local gender dynamics matter to
our understanding of STD/AIDS vulnerability
and how these dynamics are interdependent on
the socio-economic conditions of the contexts in
question. The present text discusses these factors
based on the surveyed studies on Portuguesespeaking African countries, except for Equatorial
Guinea and São Tomé and Príncipe, where no research was identified.
Studies conducted in Mozambique, and in
rural regions in particular, draw a connection between vulnerability both to the AIDS epidemic
and social practices by which men control female
sexuality and to childbearing and reproduction
of the family, which constitutes an important cultural value. These factors clash with prevention
messages centered on the negotiated use of condoms. Within this universe, widows are especially
vulnerable, as they have no ownership rights to
their husband’s estate and are subject to rape and
sexual exploitation by male family members 1.
Approaching from the factors of gender, socioeconomic conditions, educational level, and religious affiliation, other analyses have contributed
to a deeper understanding of local logic systems
and their implications when it comes to constructing ideas about health and risk.
In this regard, one set of research 2,3,4,5 addresses the way in which religious beliefs in subSaharan Africa shape social and gender norms
and influence the interpretation of prevention
messages. One illustration of this approach is a
study 2 conducted in rural Mozambique and in
urban areas of the capital among members of
two types of denominations: “mainline” (Catholic and Presbyterian) and “curative” (Assembly

of God, Zionist, and Apostolic). The study found
gender asymmetry in messages about STD/AIDS
prevention and in members’ views and practices
within both types of denominations. Centered
around family values and moral standards, the
prevention messages aimed at men emphasized
the risks of extramarital sex. Among women, protective recommendations focused on a commitment to housework and to the husband’s sexual
satisfaction. Differences were observed between
the social profiles of members of each group and
between doctrinal messages. With most of their
members coming from lower, rural classes, curative denominations display a more homogenous
profile and lesser doctrinal flexibility. Mainline
denominations, however, display greater social
diversity, openness, and political connections,
which means their members enjoy greater exposure to other messages and are more flexible
about sexual morality. In other words, despite
similarities between the messages of both religious types, the meaning assigned to each message depends upon members’ educational level
and social environment.
Likewise, research into the new meanings
attributed to control over sexuality in the more
well-to-do urban regions of Mozambique suggests that sexual mores may be growing more
flexible. Some authors have observed that young,
urban, educated middle-class females are more
likely to challenge traditionally defined gender
roles, putting them in a more advantageous position in sexual negotiations and leaving them
less vulnerable 6,7. Karlyn 8 analyzes one sexual
practice among young people in the capital of
Mozambique, known as saca cena, where casual
sexual contact does not follow traditional gender
rules. During these practices, young females play
an active role in sexual conquest and negotiation,
indicating increased assimilation of prevention
messages.
According to research, signs of new perceptions and new meanings within specific regions
and groups are still rather insignificant. Studies
focusing on national surveys show that for males
and females aged 15 to 24, their perception of
the risk of acquiring HIV is unrealistic. Gender
asymmetries are visible in the fact that men receive more education. Women tend to marry earlier and have relations only with their husbands,
while men marry later and have a greater number
of partners 9,10. Other studies have shown that involvement in a stable, monogamist relationship
presents a major barrier to the use of condoms
by young people, as the participants tend to place
trust in their partner based on their established
ties. Prevention campaigns reinforce this notion
when they center on sexual abstinence, being
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faithful, and – only with occasional partners – using condoms 11.
The literature on Angola is similar in its analyses of the relations between social markers like
gender, region, class, and educational level in defining prevention behavior. Research indicates
that more consistent use of condoms (whether
with a regular or casual partner) is related to: residing in an urban area, educational level, and
not associating use of a condom with a lack of
trust. Findings suggest that intervention should
place priority on less educated, non-urban, and/
or unemployed youth 12. A unique aspect of the
Angolan case is that the country’s civil war helped
lower the prevalence of HIV. But the end of the
conflict and the return of soldiers increased vulnerability to disease, especially among women,
because men contracted the disease in neighboring countries with high infection rates 13,14.
The relations between gender hierarchies,
socio-economic conditions, and vulnerability
to STD/AIDS were also the object of a study on
the sociability network of marginalized young
people in the urban region of Cape Verde 15. This
research looked at the social value of marriage
for women, which is reserved for those who fit
the standards of purity (virginity) and control of
sexuality. Those who do not conform to this model or who are from families that cannot guarantee
bride wealth payment – still a common custom
in Africa – tend to fall into prostitution or male
exploitation. Other research shows how male polygamy and the custom of giving daughters away
in marriage can contribute to the spread of HIV/
AIDS in various African countries 16.
Studies on Guinea-Bissau, especially its rural
regions, also note greater female vulnerability.
In this case, it was observed that STD/AIDS exposure is related to longer conjugal life and to
age (35), especially for HIV-2, which is prevalent
in this country and rarer elsewhere around the
world 17,18. Infection patterns appear to have
been affected by the 1998-99 civil war, which
introduced a significant amount of HIV-1 to the
country. The consequences of this change are still
under analysis 19.
Sexual violence towards both regular and unknown partners, of different ages, appears in the
literature as another serious problem in a number of African nations 20. Studies argue that the
role that violence plays in the predominance of
female STD/AIDS cases in sub-Sahara Africa may
be underestimated in countries at war 21. Another factor that contributes to sexual violence is the
belief that having sex with a young female virgin
will cure AIDS 22. Female vulnerability in sub-Saharan Africa has also produced alarming cases of
vertical transmission 23.
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Contrary to international academic production, in sub-Saharan Africa there is little research
on HIV transmission through homosexual practices, and the issue is invisible in prevention policies. It has been stated that the role of same-sex
relations in spreading HIV in this area of the
world has been underestimated 24,25. The argument is that both homosexual and heterosexual
anal sex is more common than admitted and may
play a greater role in the AIDS epidemic on the
African continent than recognized 26. Additional
authors have addressed the topic of homosexuality in other national African contexts, focusing
on representations and stigmatization vis-à-vis
AIDS 27,28,29.
As to the relation of color or race to STD/
AIDS vulnerability, studies suggest that race relations in sub-Saharan African countries, where
blacks are the majority, do not display the same
bi-racial antagonism as in South Africa. The elites
of these countries include both blacks as well as
a white minority, which usually holds strategic
posts in politics and the economy 30. This means
that the implications of the color/race dimension on public health in these contexts should
be understood in the context of cultural factors,
ethnic antagonism, and contrasts between rural,
peri-urban, and urban groups. This differs from
the consequences of the white versus black polarization as far as vulnerability to HIV/AIDS in
the US context 31.

Shortcomings in prevention messages
and the specificities of African countries
According to the literature, prevention campaigns
and messages in sub-Saharan Africa, which are
often devised by international groups, focus primarily on the idea of sexual abstinence, as part
of the ABC policy (abstinence, being faithful, and
condom use), as opposed to the CNN approach
(condoms, needles, and negotiation). The ABC
proposal has been harshly criticized as an attempt
to impose a kind of behavioral morality with
ties to religious ideologies, since it encourages
the use of condoms only among so-called highrisk groups – precisely those groups which are
morally condemned, i.e., homosexuals, prostitutes, and injecting drug users. It has been argued
that this guideline has contributed to condom rejection in contexts where religious influence and/
or macho traditions are strong 32,33. The CNN approach, on the other hand, encourages condom
use in any situation and/or sexual relation and
also seeks to reduce danger for drug users. This
method has been seen to achieve positive results
in Uganda, Thailand, and Brazil and has been de-
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fended by Joint United Nations Programme on
HIV/AIDS (UNAIDS), World Heath Organization
(WHO) and United Nations Population Fund
(UNFPA) 34. Studies have concluded that prevention messages should demystify condom use and
encourage frank and open discussions of sexuality in public forums and the media, without any
tone of censure 35,36.
One problem detected with prevention messages is a lack of awareness and understanding
about local cultural dynamics and representations. Healthcare policies tend to be based on
models imported from realities that differ from
the local context and make no sense in the cultural logic of local social groups, thereby hampering communication 3. In this regard, traditional
medicines are broadly used in African nations
and sometimes in association with Western medicine in health care 37. Some research emphasizes
that traditional healers’ promises to cure STD/
AIDS keep people from relying on available antiretroviral treatment 38. Other research argues
that medical and surgical procedures and tribal
or healer customs 39,40 – like female genital mutilation – increase the risks of HIV transmission
through the use of non-sterilized needles and
cutting instruments 41,42.
Given that 80% of the African population
relies on traditional medicines for its health
care, the literature argues that prevention policies must work to reconcile so-called native
discourses with those of Western medicine 43.
Some analyses state that the integrated use of
traditional and Western practices in African societies depends upon each disease’s identity and
cause, so it is important to understand how these
logics operate. For instance, depending upon
how symptoms are interpreted, a disease may be
defined as “by chance” (lacking a social or moral cause), “modern” (introduced by foreigners),
or “African” (found solely among Africans). The
causes of a disease are understood in terms of
how it is acquired (e.g., contact with special fluids
or pollutants) and why (e.g., breaking social or
moral rules) 44. The causation of STDs is usually
associated with witchcraft, because reproduction
is so highly valued in traditional African thought.
It has been suggested that biomedical explanations can be incorporated into traditional beliefs.
There are limitations, however, especially because of mistrust of the safe-sex message, which
conflicts with the value of fertility and the logic
of witchcraft.
In the effort to identify potential linkages
between modern prevention messages and traditional local cosmologies, the point has been
made that the use of suitable prophylactic methods should be encouraged during rituals like

male circumcision 45, which could decrease HIV
transmission both during and after the procedure 46. Another study points out that it is not
just socio-economic and educational status that
influences greater acceptance or linkage of messages but also the availability of resources for the
population. It has been shown that accessible
Western contraceptive methods are preferred by
women from urban and semi-rural areas given
their restrictions about traditional methods, e.g.,
the cost of traditional healer services 47.
An additional characteristic of the African
continent are the countless civil wars that produce migratory movements between neighboring countries. This contributes to the spread of
the HIV/AIDS epidemic, because of refugee infection rates, sexual violence, the absence of a
protection network or healthcare facilities, psychological stress, and poverty. The end of the
wars does not attenuate this phenomenon, since
the return to one’s native land helps propagate
diseases 40,48,49. Angola illustrates this. Understanding the dynamics of the epidemic in times
of war and post-war may offer the key to discovering how to effectively contain the epidemic not
only in Angola but in other countries as well 13.

Conclusion
This review of the literature on the challenges of
STD/AIDS prevention in Portuguese-speaking
African countries identified a larger number of
studies on Mozambique. Although cultural and
socio-economic similarities were noted between
countries, we must better understand each of the
local contexts of this region of Africa.
While this survey was not exhaustive, and
a bibliographic review is necessarily limited in
scope within the space of a forum, the research
described does provide a panorama of the main
conditions defining different social groups’ vulnerability to STD/AIDS in African contexts. The
studies show how healthcare practices, gender
roles, and the interpretation of prevention messages are mediated by local cultural traditions
and by socio-economic and political contexts.
This information underscores the importance
of further advances in the realm of basic citizenship rights and equal opportunities among
social sectors and between genders. Given the
observed variations in sexual, racial, and gender
identities and cultural traditions in the spheres
of health and religion, these efforts should be
guided by critical assessments of prevention programs, which have been built on the assumption
that different social groups display homogenous
views and practices. It is therefore necessary for
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biomedicine to expand its pragmatic focus in
AIDS prevention policies in African societies by
coming to understand local cultural values and
by linking native messages and practices with
those of modern Western medicine.

This analysis of international academic production detected regional specificities alongside dimensions shared by countries around the
world, indicating that initiatives to fight the epidemic should be guided by a recognition of both
the local and the global.

Resumo
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