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ABSTRACT HIV is a public health crisis that disproportionately affects Black and Latino
men. To understand this crisis, syndemic theory, which takes into account multiple
interrelated epidemics, should be used. A syndemic is “two or more afflictions,
interacting synergistically, contributing to excess burden of disease in a population.”
Vulnerability to HIVamong Black and Latino men is increased as structural, social, and
biological factors interact in the context of social marginalization. In New York City,
Black and Latino men experience a syndemic of HIV/AIDS, substance abuse, trauma,
incarceration, and poverty; however, current research has yet to fully identify the
mechanisms of resilience that may reduce the negative impact of a syndemic or explore
the potential adaptive functions of individual-level risk behaviors. To understand HIV
risk as part of a syndemic and address HIV prevention in Black and Latino men, we
propose the following: (1) the use of complex systems analysis, ethnography, and other
mixed-methods approaches to observe changes in relations among social conditions and
disease; (2) multidisciplinary and inter-institution collaboration; and (3) involvement of
public health practitioners and researchers from diverse and underrepresented
backgrounds.
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HIV is a public health crisis among Black and Latino men in the USA, notably
those living in New York City (NYC). The difficulty in reducing HIV disparities
among Black and Latino men is heightened by the interaction of multiple
epidemics, including substance abuse, trauma, incarceration, poverty, and HIV/
AIDS, within the Black and Latino communities. The complex nature of these
factors highlights the necessity of developing novel research approaches to better
understand how multiple epidemics interact within marginalized communities.
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THE HIV/AIDS EPIDEMIC AMONG BLACK AND LATINO MEN
IN NEW YORK CITY

Black and Latino men’s increased vulnerability to HIV is exemplified by recent
epidemiological data. The Centers for Disease Control and Prevention indicate that
in 2009, men accounted for the majority (77 %) of new HIV diagnoses in the USA,
with Black and Latino men disproportionately impacted.1 That same year, HIV
incidence among Black and Latino men was 6.5 and 2.5 times greater, respectively,
than it was among White men.1 In large cities across the USA, including NYC, HIV
prevalence among men of color rivals prevalence in countries in sub-Saharan Africa
with generalized HIV epidemics.2

In 2010, New York City had one of the highest HIV/AIDS case rates in the USA,
with 1.4 % of the population in NYC living with HIV/AIDS.3 In 2008, NYC had
more than three times the national average HIV/AIDS prevalence rate.4 The
epidemic is particularly pronounced among Black or Latino men and men who
have sex with men (MSM). There have been recent upticks in infections among
MSM, and in 2010, 48.3 % of new diagnoses in NYC were among MSM,3 an
increase of 4.4 % from the previous year.5

Of all MSM in NYC diagnosed with HIV, 66 % were Black or Latino.6 Overall,
Blacks and Latinos accounted for 78.6 % of new HIV diagnoses in NYC in 2010.3

Additionally, among people diagnosed with HIV in NYC in 2010, 22.7 % of Black
men and 21.1 % of Latino men had concurrent AIDS diagnoses,3 which result in
shorter survival rates.7 Death rates among Blacks and Hispanics living with HIV/
AIDS in NYC were 4 and 2.5 times that of Whites, respectively.3

Excluding the neighborhood of Chelsea-Clinton, the highest rates of infection are
found in the poorest neighborhoods in NYC, which are primarily inhabited by
Blacks and Latinos (Northern Manhattan, the South Bronx, and Central Brooklyn).3

In 2010, HIV prevalence in these ethnic enclaves was up to two times higher than
the overall NYC prevalence,3 and these neighborhoods accounted for over three-
quarters of new HIV diagnoses in NYC in 2007.8 Additionally, in 2010, these
neighborhoods displayed age-adjusted death rates up to one and a half times higher
than Lower Manhattan.3

THE NEED FOR A NOVEL APPROACH TO UNDERSTANDING
HIV AMONG BLACK AND LATINO MEN

Why are HIVand AIDS disproportionately affecting Black and Latino men in NYC?
Answering this question requires going beyond behavioral and biomedical
approaches that assess individual-level risk factors and treat diseases and their
causes as distinct from other conditions.9–11 To fully understand the problem of HIV
among Black and Latino men in NYC, we must comprehensively describe how
structural, social, behavioral, and biological factors operate in a dynamic fashion to
create a context in which Black and Latino men are particularly vulnerable to
acquiring HIV.

The urgency of reducing HIV risk among Black and Latino men necessitates the
implementation of new research paradigms that are culturally relevant and have the
potential to produce efficacious interventions in the communities most affected by
HIV/AIDS. This research should apply novel theories that understand vulnerability
for diseases such as HIV as emerging from multiple variables at different levels of
analysis.9,10,12 This approach contrasts with static approaches to exploring HIV
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risk, which have frequently been used in public health research and focus heavily on
explaining how one factor or group of factors (examined at one level of analysis) is
related to risk for a single disease or pathology. Because the USA has set its sights on
reducing HIV/AIDS disparities,13,14 it is imperative that public health researchers use
a robust set of theories and methodologies to provide a comprehensive explanation
of why and how HIV disparities exist in the USA and to implement effective multi-
level interventions. By developing interventions that account for multiple interacting
factors within a given community, it is more likely that these interventions will be
tailored to the specific needs of community members.

SYNDEMIC THEORY AND ITS APPLICATION
TO UNDERSTANDING HIV AMONG BLACK
AND LATINO MEN

Syndemic theory may be the theoretical framework best suited to explain high rates
of HIV/AIDS among Black and Latino men in NYC, because it takes into account
multiple interrelated systems that contribute to heightened vulnerability to HIV/
AIDS within marginalized communities. A syndemic is defined as “two or more
afflictions, interacting synergistically, contributing to excess burden of disease in a
population.”15 In syndemic theory, individual epidemics are “sustained in a
community/population because of harmful social conditions and injurious social
connections”.16 Therefore, syndemics include epidemics both of disease and the
social conditions that contribute to the proliferation of disease. Thus, epidemic must
be understood in both physiological (i.e., disease) and psycho-sociological (i.e.,
behavioral, social, and structural) terms.16–19 The emphasis on the role of social and
cultural forces in producing epidemics is one detail of syndemic theory that sets it
apart from similar concepts that address the interactive effects of disease, such as
“interacting epidemics” (e.g., HIV/AIDS and tuberculosis), “co-morbid conditions”
(e.g., depression and substance use), and clusters of health-related crises.

The anthropologist Merrill Singer was the first researcher to identify and report
on a syndemic in the public health research literature. He highlighted the role of the
substance abuse, violence, and AIDS (SAVA) syndemic in driving heightened
vulnerability to diminished health outcomes among the poor in the northeastern
USA.20 Singer noted that components of the SAVA syndemic reinforced one another
and were inextricably bound to one another, such that the successful decrease of one
epidemic (e.g., AIDS), would require decreases of other epidemics (e.g., substance
abuse and violence).

More recently, syndemic theory has been utilized by Ron Stall and his colleagues to
describe vulnerability to poor health outcomes among MSM and to inform the
development of interventions targeting this population.21–24 For example, one study
found that in a sample of almost 3,000MSM (21% ethnic/racial minorities), polydrug
use, depression, childhood sexual abuse, and intimate partner violence were each
related to one another and independently associated with HIV seropositivity and high-
risk sexual behavior.21 Moreover, these psychosocial risks were observed to have an
additive effect onHIVrisks: with increasing numbers of risks, there were increases in the
prevalence of high-risk sex and HIV infection. The researchers attributed this
phenomenon to the presence of a syndemic. Subsequent work by Stall and colleagues
identified other psychosocial risks contributing to syndemic conditions, including
sexual compulsiveness, stress, and discrimination.23,24
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Perry Halkitis and his colleagues25 also have employed syndemic theory to
understand vulnerability to poor health outcomes among young MSM. Data were
collected from 598 young (between the ages of 18 and 19 years) MSM living in
NYC, the majority of whom (53 %) were Hispanic or Black. In this study, multiple
indices of mental health burden (i.e., suicidal thoughts, depressive symptoms,
loneliness, PTSD) and drug use were used to create a measurement model; results
from a confirmatory factor analysis showed that this model was related to
unprotected sex and highlighted the importance of examining the combined effects
of psychosocial stressors on risk behavior.

Taken together, studies have suggested that in order to effectively reduce HIV
among MSM, interventions need to address the multitude of syndemic factors that
affect different populations of MSM. These include social factors, such as forms of
marginalization, which may contribute to excess disease burden among Black and
Latino men compared to other populations.26 We argue that the syndemic
framework identified by Singer and employed by Stall, Halkitis, and others is an
important conceptual tool that public health practitioners should draw upon to
study the interaction of HIV/AIDS, substance abuse, trauma, incarceration, and
poverty among Black and Latino men in New York City. We also provide direction
on how syndemic theory may be integrated into research and intervention
paradigms.

THE SYNDEMIC OF HIV/AIDS, SUBSTANCE ABUSE,
TRAUMA, INCARCERATION AND POVERTY AFFECTING
BLACK AND LATINO MEN

The crisis of HIV/AIDS currently affecting Black and Latino men is shaped by
epidemics of substance abuse, trauma, incarceration, and poverty. These epidemics
of disease and social conditions interact and propagate in a synergistic fashion;
however, understanding the dynamic nature of these epidemics first requires
considering their individual contributions to poor health outcomes among Black
and Latino men.

Substance Abuse. Just as epidemiological data highlight the disproportionate
numbers of Black and Latino men in NYC living with HIV/AIDS, studies also
show that compared to other groups Black and Latino men exhibit an enhanced
vulnerability to substance use disorders. Racial and ethnic disparities among drug
users are profound despite lifetime substance use being similar or lower in Blacks
compared to Whites.27,28 Black and Latino drug users, notably those living in
poverty, are more likely to initiate injection drug use during adolescence, experience
drug addiction and dependency for longer periods of time, and relapse after
treatment compared to White drug users.29–31 Moreover, Blacks and Latinos who
exhibit substance use disorders (often with co-occurring mental health disorders)
experience less access to care and a lower rate of active treatment relative to
substance-abusing Whites.32

Trauma. Numerous studies have also documented high rates of trauma (i.e.,
exposure to physical and sexual abuse) among Black and Latino men. Seminal
work conducted by Doll and colleagues33 in the early 1990s found that Black and
Latino gay and bisexual men were significantly more likely than White gay and
bisexual men to report having had sexual contact with an older partner during
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childhood. The investigators found that 52 % of Black men and 50 % of Latino men
reported abuse, while 32 % of White men reported abuse. Further evidence for the
high levels of trauma experienced by members of this population can be seen in data
suggesting that in inner-city neighborhoods (which are predominantly populated by
Blacks and Latinos) one third of pre-teen and teenaged youth have been personally
victimized, while almost all youth have been exposed to community violence.34

Traumatic experiences that occur early in the lives of Black and Latino men are
likely to continue in adulthood. These experiences often lead to an increased
likelihood of participating in violence and being incarcerated.35,36

Incarceration. Indeed, incarceration represents a serious issue in Black and Latino
communities. As noted by Golembeski and Fullilove: “Nationally, 50 % of all prison
inmates are Black and 17 % are Hispanic, proportions that differ significantly from
their proportions within the general population” (p. 1702).37 The authors noted that
among men aged 25–29, 1 in every 8 Black men and 1 in every 27 Latino men was
in prison in 2003, compared to 1 in every 63 White men. Mass incarceration has
been shown to be related to increased poverty and unemployment,9,38 experiences of
violence and trauma,38 unprotected sex,39 and the disruption of existing sexual
networks leading to increased HIV risk.9 In addition, offenders who are imprisoned
experience high rates of recidivism compared to those who are put on probation.
This disparity is exacerbated for those who were convicted of drug crimes, pointing
to the role of incarceration on drug offences and substance use.40

Poverty. Poverty is an additional problem disproportionately affecting Blacks and
Latinos. The 2010 census showed that between 2009 and 2010, the poverty rate
increased from 25.8 to 27.4 among Blacks and from 25.3 to 26.6 among
Hispanics.41 Similarly, Black and Latino workers are disproportionately impacted
by joblessness and underemployment. Reports show that in May 2012
unemployment among Blacks and Latinos was at 13.6 % and 11 %, respectively,
whereas the national average hovered around 8.2 %.42 A more recent report from
the Pew Research Center showed that in July 2013 the unemployment rate was
12.6 % for Blacks while it was 6.6 % for Whites.43 Poverty may contribute to
increased vulnerability to HIV through a lack of health resources and an increased
need to engage in sex work44; poverty is also associated with substance use,
neighborhood violence and trauma, and incarceration,9 making it part of a complex
web of health risks to which Black and Latino men are exposed.

Examining the epidemics of HIV/AIDS, substance abuse, trauma, incarcera-
tion, and poverty among Black and Latino men in isolation from one another
will not fully explicate heightened vulnerability for poor health outcomes,
notably HIV and AIDS, within this population. Findings show that factors
individually related to HIV risk may also have complex relations with other
variables. For example, research studies suggest that the high likelihood of living
in impoverished neighborhoods mediates the relationship between minority race
and the increased likelihood of using/injecting drugs.35,45–49 Furthermore, studies
have shown that experiences of trauma, incarceration, and living in poverty each
contribute to Black and Latino men’s increased likelihood of being infected with
HIV.35,50–54 This demonstrates the importance of examining how the epidemics
of substance abuse, trauma, incarceration, and poverty interact and overlap in a
dynamic fashion to increase HIV vulnerability among Black and Latino men in
NYC.
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RACISM AND THE HISTORICAL UNDERPINNINGS
OF THE SYNDEMIC AFFECTING BLACK AND LATINO MEN

In order to comprehensively describe and intervene upon the syndemic affecting
Black and Latino men, it is important to understand the social context out of which
the syndemic emerges. The life experiences of Black and Latino men are shaped by
the legacy of racism in the USA.55 Experiences of racism are related to health risk
through a variety of physiological, psychosocial, and behavioral mediators.56,57

Studies conducted with Latino and Black men in the USA have shown that
experiencing discrimination is associated with poor mental health,52,58,59 sexual risk
behavior,60 and increased substance use.61 MSM of color, who are most at risk for
contracting HIV, also experience the interactive effects of racism and homophobia.62

Diaz, Ayala, and Bein’s study on 912 Latino gay men living in three US cities showed
high rates of racial discrimination in the gay community; furthermore, experiencing
race-based sexual objectification and racial discomfort in gay venues was related to
sexual risk behavior.58 No studies have further documented the synergistic ways in
which discrimination based on race and sexual identity/behavior affect health
among MSM of color, although available research shows that racism and
homophobia are independently correlated with HIV risk among Latino MSM.58,60

Racism may also contribute to negative outcomes by fueling the social context
that drives the syndemic of HIV/AIDS, substance use, trauma, incarceration, and
poverty impacting Black and Latino men. The marginalization of Black and Latino
men in the USA stems from a complex web of historical events, politics, and belief
systems.63 There are many institutional and cultural practices shaped by the USA’s
history of racism that perpetuate the marginalization of Black and Latino men and
have been associated with other factors that serve to enhance the poor social
conditions that make Black and Latino men disproportionately vulnerable to
poverty, violence, incarceration, and trauma compared to other populations.
Moreover, historical and contemporary racism and other forms of stigma reinforce
societal notions that the negative outcomes experienced by Black and Latino men
are a consequence of personal choices and individual deficits, thereby limiting social
and political capital to effectively intervene to change social conditions.55,64

The criminal justice system and residential segregation are two examples of
systems that contribute to the continued marginalization of Black and Latino men
and fuel the syndemic of poverty, violence, incarceration, trauma, and HIV/AIDS
that impacts these men. With regard to the criminal justice system, Black and Latino
men in the USA are more likely to be excluded from jury panels,65 receive harsher
sentences, and face the negative consequences of drug policy, compared to White
Americans.66,67 The Harrison Act, the Rockefeller Drug Laws, Reagan’s proclaimed
“War on Drugs,” and New York City’s “Stop and Frisk” program are examples of
legislative acts that have led to an increase in Black and Latino men being searched,
detained, and imprisoned at disproportionate rates compared to other popula-
tions.66–68 Moreover, these policies have led to an epidemic of mass incarceration
among men of color, resulting in increased poverty and conflict and violence in
minority communities.37,38 This clearly highlights the potential role of the criminal
justice system in enhancing syndemic conditions affecting Black and Latino men.

Like the criminal justice system, residential segregation has been shown to
negatively affect minority communities and contribute to the syndemic affecting
Black and Latino men. Efforts to separate minority communities from White
communities started with slavery and Jim Crow laws, and many factors, such as
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discriminatory housing practices, have been implicated in the creation and continued
existence of contemporary urban ghettos and resource-poor areas populated by
minorities.69 Residential segregation has been shown to be associated with poverty,
lack of educational and job opportunities, lack of health resources, poor housing
quality, environmental health stressors, violence, and substance use.69–71 A 2005
study showed that living in a city with a higher index of black isolation was
significantly related to poor self-reported health among Black adults; White adults
did not show significant health differences when living in cities with a higher index
of white or black isolation, pointing to the disproportionate negative effects of
segregation on the health of minority individuals.72 Segregation also intensifies and
concentrates the effects of mass incarceration in minority neighborhoods; this is
especially true of the poorest Black neighborhoods in New York City.38 Thus,
residential segregation may be one aspect of social context that increases the
prevalence of poverty, trauma, and violence in minority communities in NYC.38,70

ADDRESSING GAPS IN SYNDEMIC THEORY

While Syndemic Theory represents an ideal framework through which to explore the
co-occurring epidemics of HIV/AIDS, substance abuse, trauma, incarceration, and
poverty affecting Black and Latino men, there are two important gaps in the theory
that should be addressed. One limitation of the theory is that it lacks explicit
reference to the potential adaptive functions of individual-level risk behaviors such
as substance use and sexual risk taking. A second limitation is that syndemic theory
does not explicitly account for mechanisms of resilience that may reduce the impact
of a syndemic has on an individual or population.

For many Black and Latino men, substance use and sexual risk behavior may
serve as a method for coping with the very social conditions that in part constitute
the syndemic (such as poverty or incarceration). For example, substance use and
sexual risk taking behaviors among MSM have been described as potentially serving
adaptive functions through promoting cognitive escape.73,74 Many MSM must cope
with structural and interpersonal stressors tied to their ethnic and sexual
identities,75,76 and engaging in risk behaviors such as substance use and unprotected
sex may represent one way MSM cope with being marginalized and/or victimized.
For example, a series of studies exploring mental health and HIV risk among Latino
MSM found that exposure to homophobia and racism were independently related to
higher levels of psychological distress and unprotected anal intercourse among
Latino gay men.52,58 These studies and others suggest a dynamic process in which
individual-level risk behaviors that result from syndemic conditions may in turn
increase vulnerability to the syndemic.

In addition to considering the adaptive functions of risk behaviors, it is also
important to understand how protective factors may reduce the impact of a
syndemic on an affected population. Protective factors exist at the same levels as risk
factors—there are personal, social, and structural protective factors that may help to
explain how a syndemic fails to develop in particular communities or affect specific
individuals. Even more importantly, these factors represent targets for interventions
that aim to prevent and eradicate syndemics. Psychological resilience is an important
personal factor that can serve to protect Black and Latino MSM from the negative
health outcomes associated with a syndemic. Resilience has been operationalized in
terms of psychological assets including self-efficacy, empowerment, and adaptive
coping.77–79 The concept of resilience is complementary to syndemic theory in that it
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suggests positive adaptation to social and environmental stressors. Syndemic
conditions constitute an environment that could threaten the health and well-being
of Black and Latino men; the extent to which these men are able to emerge from
these environments as healthy and disease-free may be a function of individual-level
resilience.

Protective factors like resilience that may mitigate the impact of a syndemic do
not only exist at the individual level, however. There are several community,
institutional, and structural factors that may reduce Black and Latino men’s
vulnerability to poor health outcomes and exposure to the syndemic of HIV/AIDS,
substance abuse, trauma, incarceration, and poverty. For example, the interrelated
concepts of social capital, community mobilization, and neighborhood cohesion
each are social factors that may be protective against the development and
maintenance of a syndemic. Studies have documented associations between social
capital and neighborhood cohesion (measured at the community level) and an
assortment of health outcomes in population-based samples,80–82 providing strong
evidence for the health-promoting features of these factors. Moreover, research
examining responses to the HIV/AIDS epidemic in the USA and abroad suggests that
community mobilization has played a critical role to population-level changes in
health behavior and susceptibility to infection.83,84 Thus, social capital, community
mobilization, and neighborhood cohesion are important social factors to consider as
protective and potentially operating to reduce the impact of a syndemic. These
factors may help to explain the social conditions that need to be in place to avoid the
emergence of a syndemic.

Lastly, structural factors may be protective and help to mitigate the underlying
epidemic fueling a syndemic. Social welfare programs that promote health/medical,
educational, housing, and financial resources can help to address some historical
and structural factors that have created and enhanced existing health disparities. As
we describe in the following sections, policies that aim to increase racial/ethnic and
sexual diversity in health research, practice and advocacy can allow for more robust
responses to reducing syndemic conditions affecting Black and Latino men in New
York City. In sum, it is critical to understand that personal, social, and structural
factors each function in such a way that they support the creation and propagation
of a syndemic, but each set of factors can also function in such a way that they
reduce syndemic conditions via protective effects at each level.

Figure 1 provides a conceptual model to highlight the key components of the
syndemic affecting Black and Latino men in NYC. The separate epidemics of HIV/
AIDS, substance abuse, trauma, incarcerations, and poverty are shown to be
interconnected and comprising a syndemic. Surrounding the syndemic are behav-
ioral, social, and structural factors, each of which influence and are influenced by
the others. Lastly, these behavioral, social, and structural factors can both enhance
and hinder vulnerability to the syndemic as risk and resilience factors, respectively.
The double-headed arrows connecting these three sets of factors to the syndemic
denote the dual functions of these factors.

APPROACHES TO EXPLORING AND RESPONDING
TO A SYNDEMIC

Effectively studying how a syndemic operates requires taking methodological
approaches that allow for the simultaneous exploration of diseases and the social
conditions out of which they emerge.10 Some public health researchers spend years
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focused on a particular disease outcome, pouring over variables and data points
until they believe they understand the etiology of the pathology. However,
compartmentalizing research endeavors will not allow the scientific community to
properly measure the role that context plays in research participants’ lives.
Implementing research and programs to reduce the syndemic affecting Black and
Latino men can be challenging, and researchers and practitioners should consider
how individual-level motivation to adopt health protective behaviors is linked to
structural violence, systemic racism, heterosexism, and a variety of other extra
individual-level factors.15,85–88 These factors are not easily measured or observed;
nonetheless, they contribute to the syndemic of HIV/AIDS, substance abuse, trauma,
incarceration, and poverty that impacts Black and Latino men in NYC. Conse-
quently, to better identify and understand these interacting factors, a variety of
approaches tailored for use in syndemics research should be utilized.

One such methodological approach is complex systems analysis, a promising
theoretical tool for observing and explaining syndemics. This approach involves
understanding a system as consisting of elements (i.e., sociological and physiological
problems), interconnections (i.e., relationships that hold elements together, such

FIG. 1 Conceptual model of the syndemic affecting Black and Latino men in New York City.
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policies/laws, social network configurations, and individual-level risk-reduction
practices), and functions (i.e. the true purpose that the system has, which is not
always apparent; it may include increasing the health of one group at the expense of
another or reproducing social inequalities that increase racial/ethnic minority
groups’ likelihood of experiencing negative health outcomes).89 The defining feature
of complex systems analysis is that the dynamic of a social context, which includes
elements, interconnections, and purposes, perpetuates a syndemic.12

In addition to complex systems analysis, ethnographic approaches can be useful
in exploring syndemics.17,90 Ethnography, which is a primarily descriptive and
inductive research method, provides descriptions of the multitude of factors that
work in concert to shape social contexts. These social contexts can create
environments that heighten risk for syndemics in certain populations.91,92 Singer
and colleagues90 used ethnography to explore the SAVA syndemic among the urban
poor and, more recently, to examine the high rates of STIs among Black and Puerto
Rican adolescents in Hartford, CT, highlighting the appropriateness for ethno-
graphic research in studying HIV risk.

Furthermore, researchers should utilize other multidisciplinary, mixed-methods
research strategies that allow for the analysis of multiple interrelated factors.17,26

For example, large-scale longitudinal studies that aim to document and tie together
patterns in diseases and social conditions among individuals within a specific
community are appropriate for future research endeavors. Public health research
that integrates prevention and treatment of disease, substance use, and mental illness
may also contribute to understanding and reducing risk and vulnerability.

Efforts to address syndemic conditions will also be enhanced through the
formation of interdisciplinary and multidisciplinary research teams composed of
public health practitioners, physicians, nurses, epidemiologists, mental health
professionals, behavioral scientists, and other community experts. These stake-
holders have varied areas of expertise that allow for the examination of factors
spanning disciplines and multiple levels of analysis. The importance of diverse
collaborations is noted by Mays, Cochran, and Zamudio,93 who suggest including
political organizations, justice systems, faith-based organizations, and other
community-based organizations in efforts to address social conditions that promote
vulnerability to HIV and other poor outcomes.

Although many fields could benefit from multi- and interdisciplinary research
teams, the specific and unique emphasis that syndemic theory places on the role of
cultural marginalization in driving complex interactions suggests researchers and
practitioners carefully consider the ways in which cultural forces act upon not only
the communities impacted by a syndemic, but also the course of the research and
intervention. The subjective cultural experiences of researchers, practitioners, and
community members can shape how social factors are explored and interpreted. The
role of personal insight in understanding nuances of culture and marginalization can
be of great benefit if active efforts are taken to use diverse collaborative teams and
reflexive research methods that foster a productive dialogue.94,95 For example,
contributions from researchers with experience working and living within commu-
nities affected by syndemics may allow for an enhanced understanding of the
functioning of a syndemic within a particular community. An important approach
that the scientific and public health communities should continue to take to explain
and reduce the impact of a syndemic affecting marginalized groups is to increase the
number of public health researchers from diverse backgrounds, including ethnic/
racial minority and socially marginalized communities, who are trained and funded
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to conduct disparities research.96–98 Stoff et al.99 provide key rationale for increasing
ethnic and racial diversity among HIV/AIDS researchers in the USA. They note that
(1) the needs of racially/ethnically marginalized groups can be better met with an
ethnically diverse research workforce; (2) a broadening of the US research agenda on
racial disparities in HIV/AIDS in the USA can be achieved with a more diverse HIV/
AIDS workforce; (3) more culturally appropriate health care can be provided to
ethnic and racial minority populations with increased diversity among HIV/AIDS
researchers; and (4) increased access to health care and HIV/AIDS treatment among
ethnic and racial minorities can be achieved with greater diversity among HIV/AIDS
researchers and practitioners. Overall, there is strong support for the idea that
increasing diversity among researchers and practitioners will improve not just the
ability to understand the syndemic of HIV/AIDS, substance use, trauma, incarcer-
ation, and poverty affecting Black and Latino men, but also the chances of
implementing programs and policies that can mitigate the impact of and ultimately
eradicate the syndemic.

We propose that the application of syndemic theory, using the approaches
described previously, provides assurances that we have accounted for the issues
raised in these important questions. Comprehensively examining physical and social
contexts and the syndemics that emerge out of these contexts is one attempt at
moving closer to a truly scientific understanding of how health disparities develop
and proliferate.

The paradigm outlined in this article provides a novel approach to examining
HIV and other health disparities among Black and Latino men in NYC; clinical,
community, and policy interventions developed considering this paradigm may have
a better chance of improving health outcomes and overall well-being among Black
and Latino men in NYC.
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