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Abstract

Background Currently, Africa is the region of the world where the highest number of new cases of HIV infection are
registered. In 2022, Equatorial Guinea was the Central African country with the highest HIV prevalence (6.9%) and inci-
dence (3.80 per 1,000 amongst the population of all ages). The main objective of this study was to determine the per-
ceptions of HIV and the meanings given to it among the population of Equatorial Guinea in order to assess to what
extent they represent a barrier to the prevention strategies implemented hitherto.

Methods A total of 30 semi-structured interviews and nine focal groups were carried out.

Findings The interviewees'testimonies revealed a combination of differing perceptions and meanings around HIV.
In some cases, HIV was perceived as “a non-existent illness’, and in others as “a disease of others’, or as “a disease of bad
luck” Other majority perceptions of HIV classed it as “a deadly disease” or “a sexual illness”.

Conclusions All these perceptions of HIV and the social representations constructed around it can represent a barrier
to adopting preventive practices. Hence, in order to improve efficacy, efficiency, and effectiveness, it is recommended
that HIV prevention policies take into account the heterogeneity of meanings linked to the different social groups
that have contracted the virus.
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Background

HIV/AIDS is one of the leading causes of mortality and
morbidity among the population of Equatorial Guinea
[1, 2]. Prevalence studies show a progressive increase of
the epidemic in the country in recent decades: 2.3% in
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2001, 4.3% in 2012 and 6.4% in 2016 [3-5]. In 2021 fig-
ures for HIV/AIDS in the country reached the unprece-
dented level of 6.9% amongst the population aged 14—49
years [1].

This growing trend can also be seen among pregnant
women: 1.5% in 1997, 7.3% in 2008 and 10.2% in 2015 [3,
6]. The incidence rate was 3.80 per 1,000 inhabitants for
all ages in 2022 [1]; thus Equatorial Guinea is the Central
African country with the greatest comparative increase
in incidence since 2010, according to the UNAIDS report
for 2022 [1]. For example, it is worth mentioning the
case of Burundi, a neighboring country, which achieved
an impressive decrease in cases of new HIV infections
between 2010 and 2018 [1]. Equatorial Guinea, how-
ever, is lagging behind in the results obtained, given the
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increase of more than 10% in new HIV infections from
2010 to 2018 [7]. These figures take the country even fur-
ther away from achieving the 2025 goal of reducing new
infections by 82.5% since 2010 [8, 9].

The growth of the epidemic in Equatorial Guinea shows
that HIV prevention continues to be the key to control-
ling the epidemic in the country.

HIV prevention policies in Equatorial Guinea

As in most African countries, the primary preven-
tion strategies implemented in Equatorial Guinea have
essentially been based on the development of commu-
nity health education campaigns around HIV preven-
tion, using an ABC approach (abstinence, be faithful and
use condoms), with the aim of preventing new cases of
sexual infections [10, 11]. However, the results of a study
conducted in this area show that 82.6% of the adoles-
cents interviewed had not heard of sexual abstinence as
a method of protection against HIV in Equatorial Guinea
[12], and 76.1% were not aware of the male condom [12].
This risk situation is aggravated by the fact that the study
also shows that most of the young people interviewed
believed that neither fidelity nor sexual abstinence were
feasible [12]. Nevertheless, these data contrast with the
figures from the UNAIDS report (2022) on the use of
the male condom in the last sexual relationship with an
unmarried person among people aged 15 to 49 (43.4% in
women and 62.6% in men) in the neighboring country of
Cameroon [1].

In terms of secondary prevention measures in Equa-
torial Guinea, the focus has been on mother and child
prevention, the extension of voluntary HIV testing to
the entire population and the Start Free, Stay Free, AIDS
Free 2020 framework [3-5, 13]. In this respect, mother
and child prevention seems to have been more successful
[14]. While in 2010 the percentage of pregnant women
diagnosed with HIV resorting to medication was 16%, it
increased to 42% in 2022 [1]. However, when compared
to the other Central African countries, Equatorial Guinea
and Congo have the worst results [1]. Finally, it is worth
mentioning the control of the epidemic through coverage
and adherence to antiretroviral treatment. In this regard,
one study revealed than 58.20% had low or insufficient
adherence to treatment [15]. In addition, there was a sig-
nificant positive correlation between CEAT-HIV scores
and CD4 T-cell levels [15].

Social and health context of Equatorial Guinea

Equatorial Guinea is one of the countries with the high-
est per capita income in Africa (GDP: €10,366 million).
Its HDI (0.596), however, is below the world average for
human development [16]. The maternal mortality rate is
110 deaths per 1,000 live births [17], the infant mortality
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rate is 57,2 deaths per 1,000 live births in a given year,
and the birth health index is 0.57% [18]. Only 56% of
households have access to drinking water [19].

In terms of health coverage, despite improvements in
government budget allocations to health spending over
the last decade [20], much remains to be done. For exam-
ple, comparing data from the UNAIDS report (2022) on
HIV budget allocations, Equatorial Guinea ($7,844,051)
still lags behind many Central African countries with
lower per capita incomes, such as the Republic of Congo
($18,662,067) [1].

Therefore, in this epidemiological and social context,
there is an urgent need to prioritize improvement of the
effectiveness of the prevention strategies implemented,
with the aim of reversing the curve of the epidemic in
Equatorial Guinea. Therefore, this qualitative study is
timely and important, as it yields information that will
aid the design of prevention strategies and enhance their
effectiveness, efficacy and efficiency. The specific objec-
tive of the study was to ascertain the meanings and
perceptions of HIV among the Fang adult population
of Equatorial Guinea, in order to determine whether
they represent a barrier to the prevention strategies
implemented.

Methods

The study adopted a qualitative method, using grounded
theory [21] (see CORED LIST in Supplementary mate-
rial). It was conducted from 2014 to 2016 in the capi-
tal, Bata, and three neighboring towns (Nkuantoma,
Mokomo and Midjimitom). It should be noted that the
Guinean population is made up of different ethnic groups
[22]. The target population was the Fang ethnic group,
since it is the majority ethnic group in the country and
continental region (87.5%) [23].

Sample

The sampling was qualitative. According to the types set
up by Teddlie and Yu [24] the sample was stratified by
purpose, with the variable of use or not of HIV diagno-
sis and treatment services. From this, two segments of the
Fang population were derived: (1) people who had never
used HIV diagnosis and treatment services in Bata and
therefore did not know if they were HIV-positive or not;
and (2) people who had used HIV testing and treatment
services in Bata and therefore were HIV positive. Differ-
ent recruitment channels were utilized: (1) through tradi-
tional medicine health professionals; (2) through modern
medical professionals; (3) through teachers in the educa-
tion system. In addition, specific demographic variables
were also taken into account: gender, education, age, hab-
itat, health care practices (modern or traditional medi-
cine) and whether or not the person was seropositive for



Rodriguez-Reinado et al. BMC Public Health (2023) 23:2347

HIV. In terms of sample size, the saturation-sampling cri-
terion was applied. The final sample consisted of 82 par-
ticipants (Table 1).

Data collection techniques

Thirty semi-structured interviews lasting 45 to 60 min
were conducted among the HIV-positive segment of the
population. Using individual semi-structured interviews
among the first population segment enabled us to main-
tain the confidentiality and anonymity of these partici-
pants in the context of their illness. Nine focus groups
lasting 60 to 90 min were also carried out among the
segment of the population that did not know their HIV
status.

Both techniques were guided by a thematic script con-
taining study dimensions relevant to the research objec-
tives: (1) perceptions and meanings of health and illness;
(2) perceptions and meanings of HIV and AIDS. A review
of the scientific literature on the topic was also conducted
for the design of the script.

Table 1 Demographic characteristics of the participants (n=282)
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Prior to carrying out the fieldwork, the thematic scripts
(Table 2) were piloted through exploratory interviews
among people with and without HIV, in order to test the
relevance, clarity and comprehensibility of the questions
and the appropriateness of the instrument to the cultural
context. One expert researcher and one local observer
moderated the face-to-face interviews and focus groups.
The venue for the interviews varied according to the per-
son interviewed (health centers, schools, hospitals, heal-
ers’ practices, private homes, etc.).

Data analysis

Semi-structured individual interviews and focus groups
were recorded in digital audio format. All recorded infor-
mation was transcribed verbatim. A quality control anal-
ysis of the transcriptions was carried out, consisting of
randomly selecting different paragraphs for verification.
Grounded theory was applied as a method of analysis.
Thus, the data analysis followed an inductive process: (1)
reading and rereading the interview transcripts (open

Without Diagnosis With Diagnosis

Gender
Female
Male
Education
Low (primary and secondary school)
Medium (tertiary education or vocational training)
High (diploma and university graduates)
Habitat
Urban
Rural
Age
20-30
30-40
40-50
50-60
Type of medicine
Traditional
Modern

26 15
26 15
31 15
12 14
9 1
26 30
26—
4 11
30 11
13 4

5 4
26 e
56 30

Table 2 Topic script

1. How is your health? What does it mean to you to be healthy? What does being healthy (or not) depend on? What do you do to be healthy?

2. Do you have any illnesses? If so, tell me about it. When you are sick, what do you do?

3. Do you usually go to a doctor or a traditional doctor? When? Where? Can you tell me about your experience?
4. Have you heard of HIV? What do you know about HIV? What is HIV? What does it consist of? How does the disease arise? What does it depend on if a

person has HIV? Do you know anyone with HIV?

5. How do you know if a person has HIV? Do you know what the treatment is? Is there a cure? Would you go to a doctor or a traditional practitioner?

6. If you have HIV, can you tell me about your experience please?
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coding); (2) labeling the information according to cat-
egories and codes (open coding and axial coding); (3)
performing a relational analysis of the categories and
codes; and (4) describing the manifest and latent content
of the categories and codes. The results were triangulated
among different members of the research team, in line
with Denzin’s [25] approach.

Ethical considerations

The study adhered to the principles of the Helsinki Decla-
ration and the Belmont Report. The protocol of the study
was approved by the Ethical Committee for Research
in the Humanities and Social Sciences of the Ministry
of Health and Welfare of Equatorial Guinea. We also
obtained the informed consent of each participant before
undertaking the interviews and focal groups.

Findings

A variety of perceptions and beliefs about HIV were iden-
tified among the interviewees. Not all participants had
the same perceptions and beliefs regarding the virus. The
main perceptions of HIV were that it was: (1) a hospital
disease; (2) a new and unknown disease; (3) a disease of
others; (4) a disease that doesn'’t exist; (5) a disease of bad
luck; (6) a disease resulting from sexual abuse; (7) a con-
tagious disease; (8) a deadly disease; (9) a strange disease;
and (10) a chronic disease. Below we describe the content
and meaning of these different perceptions of HIV.

“A virus like a hospital disease”

Independently of gender, age, education and habitat, all
interviewees perceived HIV as a “disease” of modern
medicine: a “hospital disease” It should be noted that in
Equatorial Guinean society there are two types of dis-
ease: Fang illnesses, pertaining to traditional medicine,
and hospital diseases, corresponding to modern medi-
cine. Thus, there exists a dual perception of illness [26].
Since HIV is perceived as a “hospital disease,” interview-
ees explained that it could only be diagnosed by doctor
of modern medicine. Therefore, they said, neither witch-
craft nor traditional healers could treat or cure it:

“I asked and they told me that AIDS is a hospital
disease that Fang medicine can’t cure” (male, HIV-
positive).

“No, no, no, the healers cure illnesses. No, no, no,
the healers cure traditional illnesses like curses,
traditional things too, but they can’t cure malaria,
they can’t cure AIDS, they can’t cure other diseases,
many diseases they can’t cure” (woman, without
diagnosis).
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“A virus like a new and unknown disease”

Interviewees from the older age group perceived HIV as
a “new” and “unknown” illness. They explained that this
illness had not previously existed in the country and that
people had only recently begun to talk about it. They also
said that there was hardly any information on the subject,
and therefore its origins were unknown. According to
some participants with a high level of education, this was
one of the reasons why the existence of HIV was called
into question in the country:

“I'm not from the time of Obiang, I'm from the time
of Ondé Edu, who was regional president, my eyes
opened first in the time of Macias. At that time, we
knew nothing about AIDS. AIDS is something new.
So, we don’t know this illness” (woman, without
diagnosis).

“It's not clear to me either, but Id say, as weve
always said: no, in all the time we've lived here,
these illnesses haven'’t existed” (male, without diag-
1n0sis).

“A virus like a disease of others”

Interviewees living in villages and using traditional
medicine had the perception that HIV was a “disease of
others’, based on the belief that the virus was a disease
imported to Guinea Equatorial by visiting white peo-
ple. They explained that the disease could also enter the
country with Guineans who travelled to Europe and later
returned with it:

“They say not... Theyre Western things and bad
things. People who've been there bring back these lies
that they have there. When a person thinks that way,
I don’t stay with them because they’re never going to
understand me [...]. Also, I don’t understand why
they don’t want to believe it even though they can see
it” (male, without diagnosis).

“There are many people who come to bring benefits
to Guinea, engineers, people with PhDs and so on,
it’s a good thing for Guinea, but there are others who
bring diseases. That's the bad thing we suffer from
now [...]” (male, without diagnosis).

“A virus like a disease that doesn’t exist”

None of those interviewed denied the existence of HIV
or AIDS. However, some commented that there was a
part of the Guinean population —mainly those with a low
level of education— who denied the existence of HIV and
AIDS in the country:
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“Let’s not forget how famous AIDS is getting, right?
Only blind and stubborn and skeptical people want
to deny that it exists, but men of good heart obvi-
ously realize that it really exists” (male, without
diagnosis).

Interviewees with a higher level of education stated
that since part of the population denied the existence
of HIV, patients diagnosed as HIV-positive in hos-
pitals often questioned the results of the diagnosis.
They explained that in many cases these patients saw
it as an economic issue, thinking that health workers
diagnosed them with HIV to make money from the
treatment:

“Well, because they say that if they have an appoint-
ment at the hospital because of the virus it'’s to pay
them money and I don’t know what. Well, I don’t
know how it is they don’t believe, despite the nega-
tive effects of AIDS that we're seeing. Many insist, as
Don Rigoberto said, that they don’t want to see the
existence of AIDS and say that the doctors told them
that to make money” (male, without diagnosis).

This profile of participants explained that the reasons
why this population denied HIV were: (1) the lack of
knowledge and information the population had about the
virus and AIDS, since it was a “new disease”; and (2) the
belief that it was a “disease of others”

“A virus like a disease of bad luck”

Another perception of HIV emerging among participants
was that it was a “disease of bad luck” This view prevailed
among participants living in villages and using tradi-
tional medicine, although it was also found among other
interviewees.

Those perceiving HIV as a “disease of bad luck” stated
that the virus was a disease that depended on fate. It
depended on what bad fortune had in store for the per-
son, since they explained that it was a disease that no one
desired and that no one sought to have. It was a disease
that fell on the person like a curse:

“It’s bad luck, I don’t know where it came to me from.
L truthfully, and it’s not confirmed that I have HIV
and AIDS, you understand? In all sincerity, I don’t
agree with these analyses” (male, HIV positive).

In the discourses of those who held this perception of
HIV as a “disease of bad luck,” a series of reasons underly-
ing this perception emerged:

1. One was the possibility, and therefore the probability,
of having been infected (or not) through sexual rela-
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tionships, since this may or may not have happened,
given that there are other ways of transmission:

“Maybe yes and maybe no, because perhaps there
was some carelessness when having sex. Well, it
might not be through sexual relationships, because
it can be through a manicure or other ways [...] but
when it comes to you, you must accept it” (male, HIV
positive).

2. Another was the possibility, and therefore the prob-
ability, that a person could be infected with the virus
because there were ways of transmission that did not
depend on their personal responsibility, such as pedi-
curists or hairdressers’ knives:

“It’s a disease of bad luck, you can get infected with
HIV and AIDS through sexual relationships, or
because on a whim you go and have a manicure.
You don’t know who has manicures there. If someone
infected with HIV and AIDS has just had a mani-
cure and then they give you one, you get HIV and
AIDS, it’s bad luck” (woman, HIV positive).

3. Another reason stemmed from the view of chance
the population has regarding Fang illnesses, in gen-
eral derived from animism [27]:

“[...] I think because... OK, from time to time I ask
why exactly someone looked at me so that I got this
disease. That’s what I think sometimes” (woman,
HIV positive).

“A virus like a disease of sexual abuse”

Another extremely widespread perception among the
population interviewed was that HIV was a disease
that was a consequence of “the abuse of sex” Thus, they
explained that it was a sexually transmitted disease. Hav-
ing HIV was identified with having led a sexually promis-
cuous life. Hence many of the women interviewed made
moral judgments about AIDS throughout their inter-
views, stressing that it was “a disease that was not good”
This perception was more prevalent among women than
men:

“Well, the opinion I can have about HIV/AIDS is
that it’s a disease caused in the places where there’s
abuse of sex, where there’s abuse of sex. It's the way
people live now, it’s disorder, disorder in their lives”
(male, HIV positive).
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“A virus like a contagious disease”

Another majority perception was that HIV was a “con-
tagious disease” Almost all interviewees stated that the
virus was transmitted through the sexual act. However, to
a lesser extent, other ways of transmission were referred
to, such as blood on hairdressers’ knives for cutting hair,
or shaving, pedicures and manicures. Some stated that
HIV could be transmitted by plates, glasses and cutlery
used by HIV-positive people. This perception contributed
to creating mistrust and fear around the virus:

“So, we know that it’s a very dangerous disease, and
very contagious throughout the world, because it’s in
the world” (male, without diagnosis).

“If she’s touching this food with her hand, I'm not
going to go and share with her. And if someone
comes to me with a glass, then we wash the glasses”
(woman, HIV positive).

However, in the discussion groups the debate over
whether it was men or women who infected more people
with the virus arose spontaneously. On this issue partici-
pants in the groups were unanimous in the opinion that it
was more often men who infected women. Paradoxically,
though, most women agreed that society blamed them,
whether as wives or girlfriends, when a man was diag-
nosed as HIV positive:

“Women, often, when they already have a husband,
they don’t know other men after that. But the men are
the ones who are in the street, if they get HIV and bring
it home to you, you can’t know where they’ve brought it
from. What usually happens is that when the husband
has HIV, people say that it's the woman who has com-
mitted adultery” (woman, without diagnosis).

However, most interviewees perceived that women
were those who suffered more HIV and/or AIDS. They
explained that this was due to the greater promiscuity
of Guinean males and their refusal to use contraceptives
with their wives:

“Yes, because if we look at the statistics, if we look at
the statistics of AIDS contagion, there are more women
because they're above the men. If we think about the
traditional aspect of the area I live in, 50 meters from
here, there’s a famous medicine woman, who some-
times when I pass her house has 67 ill women and only
two men in there. Think about it” (male, no diagnosis).

“A virus like a deadly disease”
With the exception of participants with a higher level
of education, another majority perception was based on
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the idea that HIV was fatal. Interviewees explained that
it was a very dangerous disease, which had no cure and
inevitably led to death:

“Yes, I knew that it was a dangerous disease, a bad
one. In any case, well, I knew that this illness has no
future. Well, I thought, when I saw I was infected I
wouldn’t live any longer. That’s why I wanted to die,
before..” (woman, HIV positive).

Participants with a higher level of education, and some
other interviewees, commented that the Guinean popu-
lation believed that when someone was infected with
HIV, “death comes to them suddenly”:

“It will be right now, a sudden death shall we say”
(male, without diagnosis).

“It’s not the same, how can it be the same, death
comes to you” (male, without diagnosis).

Some of the women interviewed, however, questioned
this belief in sudden death. They stated that they knew
people with AIDS who had been living for some time and
who were even working and bringing home money.

Interviewees with a higher level of education commented
that the association between HIV and death had caused
a lot of social alarm and hysteria around HIV in Guinean
society. This meant that the “disease” had not been normal-
ized in Guinea as it had in European countries:

“What has most provoked disgust about this dis-
ease in our society is that it’s been dramatized a lot.
I'm sure that that a Western person, an American
doesn’t have the same concept of AIDS as an Afri-
can. It seems that they've told Africans that AIDS is
a disease that whoever carries it is apt to die at any
time” (male, without diagnosis).

The fact that the virus is perceived as a “deadly disease”
stems from the identification of HIV with AIDS. In this
respect it should be noted that most interviewees did not
distinguish between the two terms. They were not aware
of any clinical distinction between acquiring the virus
and suffering from acquired immune deficiency syn-
drome. They equated being an HIV-positive person with
having AIDS; hence the idea that HIV was fatal. There-
fore, due to the identification of HIV with AIDS, none of
the HIV-positive people interviewed responded in the
affirmative when asked if they suffered from HIV:

Interviewer: “What is HIV?”
C: “They say that it’s AIDS, right? Isn’t it AIDS?”

Interviewer: “Timothy, what do you think?”



Rodriguez-Reinado et al. BMC Public Health (2023) 23:2347

T: “I have that idea because I don’t know what AIDS
means, if it’s malaria I don’t know what it means. I
have that idea, a disease called AIDS, I don’t know.”

Interviewer: “Nicholas?”

N: “The same for me, I don’t know what the disease
called AIDS is, I only hear AIDS, AIDS” (men, with-
out diagnosis).

“A virus like a strange disease”

Another perception of HIV held by some interviewees
was that it was a “strange disease” Interviewees with a
higher level of education said that since HIV was seen
as a “hospital disease’, but one which did not disappear
from the body when pharmaceutical medicines were
taken, or since it had no cure (as opposed to other “hos-
pital diseases” like malaria), then the idea of the disease
as an anomaly was accentuated:

“Because you can’t cure it. On that basis it can’t be
the same as malaria because it seems that you can
cure malaria [...]” (male, HIV positive).

“The illness that most worries me because this illness
that we've got now that’s called AIDS doesn’t have a
cure. I can get ill with any other illness, all other dis-
eases have a cure” (woman, without diagnosis).

“A virus like a chronic disease”

Lastly, participants with a higher level of education per-
ceived HIV as a “chronic disease”. They stated that thanks
to medical advances, specifically the development of
antiretrovirals, the virus was now not a “deadly disease”
but a chronic one:

“With so many advances they were saying that they
were taking antiretrovirals, which means that now
it's not fatal. They cost 8,000 francs a month, well,
that’s information from the TV’ (male, without
diagnosis).

They also commented that thanks to the improvements
and successes achieved in the country, HIV was now a
“chronic disease” They referred particularly to the greater
accessibility of treatment, made possible by the govern-
ment’s free distribution of antiretrovirals, as an impor-
tant factor.

Also, interviewees with a higher level of education and
some others commented that the different perceptions
of HIV among the population depended on their level
of education: the higher the level of education, the less it
was perceived as a “deadly disease” and the more it was
seen as normal and the diagnosis accepted:
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“The less educated population still sees it as a deadly
disease, although it's also deadly, but those who are
better informed see it as a chronic disease if you're in
treatment” (male, without diagnosis).

Discussion

The findings in this study show the coexistence of dif-
ferent perceptions and meanings of HIV amongst the
population of Equatorial Guinea. In this respect, as with
other studies undertaken in the African context [28], our
research demonstrates that age, place of residence and
level of education all influence the way HIV is perceived.
Nevertheless, it is important to mention that some mean-
ings ascribed to HIV were shared by the majority of the
population. These findings are useful for addressing the
need to boost the impact of primary prevention amongst
the population; and it is therefore recommendable that
the contents of HIV information campaigns should take
into account the heterogeneity of meanings and percep-
tions existing amongst the different population groups.

The existence of different perceptions of HIV demon-
strates the strong influence that cultural context, espe-
cially Fang culture, has on the construction of meanings
around the virus. Numerous studies have corroborated
the influence of the cultural context on the perception of
HIV in African countries [29-31]. In this sense, the influ-
ence of the local cultural would explain why the virus is
perceived by older people as a “new and unknown dis-
ease’; since this minority perception is based on the fact
that HIV does not correspond to any of the diseases of
Fang culture. The perception of HIV as a “disease of oth-
ers” also acquires meaning in terms of the local cultural
setting.

This perception can have an impact on risk percep-
tion. As HIV is seen as a “disease of others”, people may
minimize the likelihood of infection and therefore not
take preventive measures. In the light of these find-
ings, then, it is recommended to undertake, among
this sector of the population, campaigns of education
and information based on peer methodology, i.e., using
HIV-positive local peers with the purpose of demysti-
fying the false belief that HIV is a “disease of others”.
The fact that the virus is perceived as a non-traditional
disease —and therefore a new, unknown illness that
belongs to others—has led part of the population to
deny its existence. In this study, such denial seemed to
correspond to the sector of the population which was
older and had a lower level of education. Denial of HIV
also clearly represents a major obstacle to the adoption
of prevention practices, and therefore to the efficacy
of prevention programs. Thus it is additionally recom-
mended to undertake peer education initiatives among
this population sector to address the false belief that
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HIV does not exist. Several such initiatives have already
been carried out successfully in the African context [32,
33], for example peer-to-peer intervention in Ethiopia
in sex education for HIV prevention [34].

A final minority perception of HIV as an “unlucky dis-
ease” is derived from the animist doctrine of Fang culture
about the role of chance in the genesis of disease. This
perception may also influence the perception of HIV risk.
Some studies carried out in Africa have shown that the
population living in rural areas has a perception of the
virus that is much more distant from constructs of health
and illness found in Western medicine [35-38]. Thus, a
further recommendation would be to devise strategies to
change this perception of risk.

The social representation [39] of HIV is constructed
around the majority perceptions of the virus as a “hos-
pital disease, a “deadly disease” and a “disease of sexual
abuse”. The predominant perception of HIV as a “deadly
disease” is a result of the association of HIV with AIDS,
and this in turn is a consequence of the prevention cam-
paigns carried out in the country. These campaigns rep-
licated European models from the late 1980s and 90s,
when AIDS had not yet become a chronic disease as
no effective treatment had yet been developed [40, 41].
Campaigns undertaken in the mid-1990s in Equatorial
Guinea reproduced this association between HIV, AIDS
and fatality. Lastly, the majority perception of a “disease
caused by the abuse of sex” is constructed on the basis
that HIV is a sexually transmitted disease of modern
medicine and is thus a result of moving away from Chris-
tian sexual norms and moral precepts. In this respect the
scientific literature in the field shows that this normative
aspect, apart from being moralistic with regard to sexual-
ity, has also acted as a breeding ground for stigmatizing
processes in other societies, for example in the West [42].
For example, this has been found in the case of European
and American homosexuals, who have been strongly
stigmatized by the association of HIV with leading a pro-
miscuous sexual lifestyle [43].

Majority perceptions have given rise to the prevailing
social representation of HIV in Equatorial Guinean soci-
ety. This representation is based fundamentally on the
identification of HIV with the condition of AIDS and on
the perception of it as “deadly disease” and as “a disease
caused by the abuse of sex”. This social representation can
present barriers to the acquisition of preventive practices
such as voluntarily undergoing early diagnosis. When
HIV is associated with death, the results of diagnostic
tests acquire an overwhelming importance. Therefore, a
further recommendation stemming from these findings
is to implement strategies to dismantle this social repre-
sentation and to take it into account when designing pre-
vention programs.
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Although information and knowledge about HIV are
a necessary precondition for the adoption of preventive
practices, they are now consistently shown to be insuf-
ficient if many other social and cultural factors are not
taken into account. HIV prevention strategies, then, need
to embrace the conceptual model of the social determi-
nants of health [44]. In this area, our findings indicate
that the factors most influencing the prevalence of the
epidemic in Equatorial Guinea are the structural deter-
minants of health inequalities, as in many African coun-
tries [45, 46]. Among such structural factors, the political
and socio-economic context in which public policies are
developed, together with the culture and values of the
society itself, occupy the first place. For example, the
insufficiency of policies to promote health, or to con-
trol health levels, together with the low value placed on
health amongst the Guinean population, mean that the
population is generally in a poor state of health. Also, the
lack of value that health has in society is accentuated by
the mystical and spiritual conception of illness, of what-
ever type, which exempts the individual from responsibil-
ity for protection and care in their own health and illness,
including HIV; and this in turn leads to the disempower-
ment of health. A similar mystical conception of illness is
also held in other African countries, such as South Africa
[47, 48]. In this regard, and in relation to HIV, it is clear
that axes of inequality such as gender, ethnicity and edu-
cational background are determining factors in Guinean
society. These factors are also highly explanatory in the
distribution of HIV prevalence in many sub-Saharan
African countries such as Angola, Mozambique, etc.,
as shown by the results of a systematic literature review
[49, 50]. However, in terms of sex, although it has been
scientifically proven that there is a higher biological risk
for women rather than men during unprotected vaginal
intercourse [51], higher prevalence in women is more
gendered in relation to social stratification and the distri-
bution of power, as these factors place them in a situation
of greater social vulnerability to HIV. As a result of high
prevalence rates among women in Africa, there is talk
of the “feminization of HIV” [52]. In the specific case of
Equatorial Guinea, dowry is a strong barrier to the acqui-
sition of male condom use for HIV prevention. Regarding
ethnicity, and specifically tribal identity, which deter-
mines economic status as an axis of inequality, it is worth
noting that both high and low economic status increase
the risk of becoming infected with the virus.

Limitations of the study

The findings of this study represent only the Fang ethnic
group. Hence, they cannot be extrapolated to the other
ethnic groups living in Equatorial Guinea. Neither did
our sample include youth (ages 15-25), women with a
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higher level of education, or the population with a high
economic level.

Future lines of research

One interesting line of future research would be to repli-
cate the study in the island area and in the interior of the
country. Other population groups that would be highly
relevant to research, since no studies have been con-
ducted among them to date, are homosexuals, female sex
workers and the military.

Conclusions

The local cultural context exercises a strong influence on
the construction of the different meanings ascribed to
HIV in Equatorial Guinean society. The existence of dif-
ferent perceptions of the virus, and its social represen-
tation, can constitute major barriers to the efficacy and
effectiveness of prevention strategies. Relationships exist
between demographic variables and the specific mean-
ings given to the virus. Therefore, for greater effective-
ness, this heterogeneity and these relationships should be
considered in strategic planning. Information strategies
should also be designed taking into account the social
determinants of health that exist amongst the population.
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