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Abstract 

Background and Aims: Across the globe, HIV/AIDS is one of the most pressing public health concerns. 

People living with HIV/AIDS (PLWHA) are at increased risk of mental health difficulties, and this 

appears to be a particular issue in South Africa, which is home to almost 20% of the world’s HIV-

positive population. Recent research has sought to develop our understanding of the relationship 

between HIV-stigma and depression in South Africans, however the research remains fragmented and 

vulnerable groups have often been overlooked (e.g., adolescents). This study aimed to systematically 

review the literature investigating the relationship between HIV-stigma and depression amongst 

PLWHA in South Africa.  

 

Methods: Four bibliographic databases (CINAHL, Ovid MEDLINE, PsycINFO, and Web of Science) 

and three grey literature websites were systematically searched using different keywords to obtain 

relevant studies from 1997 to 2019. Reference lists of relevant studies were also searched. Studies were 

eligible for inclusion if they were written in English, assessed levels of depression and HIV-stigma 

amongst a sample of HIV-positive South Africans, and attempted to measure a relationship between 

these outcomes. Data was extracted from eligible studies using a pre-designed template produced for 

this review and the quality of these studies was assessed. A qualitative synthesis was conducted in order 

to determine the prevalence of HIV-stigma and depression, potential relationships between these 

measures, and to identify any mediators or moderators of this relationship. 

 

Results: Fourteen quantitative studies were included in the review, of which two were prospective 

cohort studies and twelve were cross-sectional. Five studies were determined to be of high quality, eight 

were fair quality, and one was low quality. PLWHA in South Africa experience high levels of HIV-

stigma and depression. All forms of stigma were found to be associated with depression amongst 

PLWHA, however each association appears to be unique. Prospective findings were mixed, with one 

study finding that stigma did not predict depression over time, and another found that depression 

predicted stigma 12 months later, suggesting a potentially bidirectional relationship. Females and 

adolescents appear to be particularly vulnerable to HIV-stigma and its negative psychological effects. 

Social support was determined not to be a consistent mediator or moderator of this relationship across 

different sub-populations of PLWHA.   

 

Conclusion: There appears to be a consistent cross-sectional relationship between all forms of stigma 

and depression amongst PLWHA in South Africa, yet the true extent of this relationship, including the 

role of social support, remains unclear. Future research must endeavour to fully understand this complex 

relationship through stronger study designs, the assessment of potential mediators/moderators, and the 

inclusion of various sub-populations of PLWHA (e.g. adolescents).   
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1. Introduction 

1.1 Contextualising the HIV Epidemic 

HIV/AIDS represents one the most significant public health concerns, the world over. Human 

immunodeficiency virus (HIV) fights the body’s immune system, specifically combatting CD4 cells 

which support the body in fighting against infection (U.S. Department of Health and Human Services 

(HHS), 2019), and, if left untreated, the virus can lead to acquired immunodeficiency syndrome (AIDS). 

Whilst, to date, no cure for HIV has been developed, the advent of Antiretroviral Therapy (ART) in 

1984 and Highly Active Antiretroviral Therapy (HAART) in 1996 has resulted in a significant reduction 

of morbidity and mortality rates over the past several decades (Maartens, Celum & Lewin, 2014). 

Despite this, prevalence rates are high and adverse effects are synonymous with being HIV-positive 

(HHS, 2019). According to the WHO (2019), by 2017 there were 36.9 million people living with 

HIV/AIDS (PLWHA) worldwide. Furthermore, since the beginning of the epidemic over 70 million 

people have been diagnosed with HIV and approximately 50% of these cases have resulted in premature 

mortality (WHO, 2019).  

 

Despite the majority of current HIV knowledge and research stemming from high-income countries 

(HICs), global prevalence rates of the infection have long been extremely imbalanced, and tip towards 

low- and middle-income countries (LMICs) (Collins et al., 2006). Specifically, whilst being home to a 

mere 12% of the world’s population, countries in Sub-Saharan Africa are cumulatively home to around 

71% of all PLWHA and up to 90% of all HIV-infected children (UNAIDS, 2019). The aforementioned 

imbalance in HIV prevalence is also evident within this region as, of those cases in Sub-Saharan Africa, 

25% emerge from South Africa (SA) (UNAIDS, 2019). Furthermore, in 2010 HIV/AIDS contributed 

39.9% of all disability-adjusted life years (DALYs) (Ortblad, Lozano, & Murray, 2013) and 47.9% of 

years of life lost to disability (YLL) in South Africa (Institute for Health Metrics and Evaluation 

(IHME), 2010). Whilst these statistics have decreased in recent years, HIV remains the leading cause 

of disability and premature death (IHME, 2019). Moreover, South Africa is, in global terms, home to 

the most substantial HIV epidemic – representing 19% of all PLWHA (UNAIDS, 2019). It is proposed 

that these figures are powered by both biological and social factors, including high rates of gender-

based violence; low levels of education; high unemployment rates; and mental and physical healthcare 

challenges (Centre for Strategic and International Studies (CSIS), 2019). Moreover, having peaked in 

2013, global spending on HIV in Sub-Saharan Africa has substantially declined, thus exacerbating the 

issues contributing towards the epidemic (IHME, 2019). Conversely, HIV has had a substantial negative 

impact upon Africa’s economic growth and, therefore, its capacity to manage the condition (Dixon, 

McDonald & Roberts, 2002). 
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1.2 Stigma and HIV-stigma 

The Global Network of People Living with HIV/AIDS cite stigma and discrimination as one the most 

pervasive challenges PLWHA face (2019). Stigma is defined as a ‘marker’, which indicates to others 

that the bearer is ‘tainted’, or ‘sub-human’ (Pescosolido, 2013). The concept may be divided into three 

categories: ‘public-stigma’ (awareness of negative attitudes held by the general population (Quinn & 

Earnshaw, 2014)); ‘internalised-’ or ‘self-stigma’ (the application of these attitudes towards the self 

(Corrigan & Watson, 2002)); and ‘structural-stigma’ (the influence of negative attitudes at the 

institutional level, reflecting economic and political forces (Corrigan, Markowitz & Watson, 2004)). 

Despite an increasing awareness of the mechanisms underlying stigma, our knowledge of the 

aforementioned phenomena is limited by their cross-cultural complexity (Pescosolido, Olafsdottir, 

Martin & Long, 2008). As Kramer and colleagues (2002) note, whilst stigma has been demonstrated 

across every culture, it manifests uniquely depending upon a complex array of cultural and contextual 

factors. Recent stigma research has therefore advocated for the development of a research base which 

accounts for these factors within specific contexts (e.g., Pescosolido, Olafsdottir, Martin & Long, 2008).  

 

According to Parker and Aggleton (2003), HIV is one of the most stigmatised diseases in history. Within 

the context of HIV, stigma may be best understood as a combination of ‘enacted’ stigma (discrimination 

experienced by PLWHA), ‘anticipated’ stigma (the knowledge that negative attitudes exist towards 

HIV and the expectation that the PLWHA will experience prejudice and discrimination at some point), 

and ‘internalised’ stigma (direction of negative societal attitudes towards the self) (Thomas et al., 2005). 

That is to say, for PLWHA, the awareness that HIV is a societally-devalued attribute may manifest in 

numerous ways, through direct experiences of prejudice or discrimination; anticipating discrimination; 

or viewing themselves negatively (Earnshaw & Chaudoir, 2009). As mentioned previously, this is a 

globally stable finding, yet it is those residing in low- and middle-income countries (LMICs) who 

appear to be at greatest risk (Mascayano, Armijo, & Yang, 2015). A recent review conducted by 

Lowther, Selman, Harding, and Higginson (2014) found prevalences of HIV-stigma in PLWHA to be 

between 42% and 46% in HICs and up to 82% in LMICs. This is particularly true for countries in 

Africa, where HIV prevalence rates are the highest in the world. For example, a recent review conducted 

by Mbonu, Van den Borne, and Vries (2009) demonstrated consistently high and pernicious levels of 

HIV-stigma across Sub-Saharan Africa, which were associated with complex mental health outcomes.  

 

1.3 HIV and Mental Health  

Beyond the physical symptoms associated with HIV/AIDS, a growing body of evidence suggests that 

PLWHA are at increased risk of mental health issues (Prince et al., 2007). The direct impact of HIV 

upon the brain and the psychosocial impact of living with the condition are widely acknowledged 

determinants of mental illness amongst this population (Treisman & Kaplin, 2002). In terms of 

neurobiology, HIV/AIDS instigates changes which damage the central nervous system (CNS) and 
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produce complex cognitive deficits (Dubé, Benton, Cruess, & Evans, 2005). Moreover, PLWHA face 

high rates of psychosocial stress, such as that associated with poverty, poor social support, and stigma 

and discrimination (Heckman, 2003). As a consequence of these biological and psychosocial stressors, 

mental health conditions are the most common comorbidities associated with being HIV-positive and 

are disproportionately high in PLHWA in comparison to the general population (e.g. Chibanda, 

Benjamin, Weiss, & Abas, 2014). This is particularly true for those living in LMICs, where, in some 

cases, prevalence rates of depression were found to be double that of non-infected controls (e.g., 

Adewuya et al., 2007). Furthermore, anxiety symptoms vary between 9% and 34% in PLWHA in Sub-

Saharan Africa, in comparison to between 3% and 7% of the general population (Baxter et al., 2014).  

 

Depression, however, is the most common mental disorder amongst PLWHA, with prevalences ranging 

from between 14% and 32% (Bernard, Dabis, & De Rekeneire, 2017). Even in cases where individuals 

do not meet criteria for a depressive disorder, depressive symptoms have been associated with adverse 

health outcomes, including accelerated progression of symptoms, lower CD4 cell counts, and reduced 

life expectancy (e.g. Ironson et al., 2005). Moreover, it is well documented that those with comorbid 

HIV and depression are less likely to adhere to ART (Waldrop-Valverde & Valverde, 2005; Uthman, 

Magidson, Safren & Nachega, 2014) and this finding is consistent even at non-clinical levels (Gonzalez, 

Batchelder, Psaros & Safren, 2011). Research demonstrates that PLWHA who have depression are also 

more likely to engage in unsafe sexual practices (e.g., Musisi et al., 2014), alcohol abuse (e.g., Fisher, 

Bang & Kapiga, 2007), and illicit drug use (e.g., Cook et al., 2007), which increase the likelihood of 

HIV-transmission and accelerated disease progression. Considering that by 2030 both HIV/AIDS and 

depression are expected to be the greatest contributors towards years lived with disability (YLD), 

worldwide (Mathers & Loncar, 2006), it is essential that research aims to more fully understand the 

relationship between these two factors.  

 

1.4 HIV-Stigma and Depression 

Research suggests that, given its far reaching social and psychological effects, HIV-stigma is a key 

contributing factor towards adverse mental health outcomes in PLWHA (e.g., Herek, Saha & Burack, 

2013). Studies have consistently demonstrated positive relationships between HIV-stigma and mental 

health issues such as anxiety (Vance, 2006), reduced quality of life (Vyavaharkar et al., 2011), suicidal 

ideation (Capron et al., 2012), and stress (Siegel, Lekas, & Schrimshaw, 2005). It is suggested that the 

negative attitudes and discrimination associated with the possession of a stigmatized trait interfere with 

countless areas of an individual’s life such as relationships, employment, and wellbeing (Roeloffs et 

al., 2003), and this is particularly true for those living with HIV who experience some of the highest 

levels of stigma, the world over (Parker & Aggleton, 2003).  
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Those living with HIV are challenged doubly, as they simultaneously live with the physical challenges 

associated with their illness as well as stereotypes and prejudice which result from misconceptions of 

HIV (Corrigan & Watson, 2002). For example, PLWHA are victims of the ‘fear of contagion’ whereby 

individuals believe that HIV may be transmitted via casual contact and, hence, they become isolated 

(Sayles et al., 2007). Moreover, these individuals are often inflicted with blame and punishment for 

their diagnosis, and this occurs in culturally meaningful ways (Smith & De Santis, 2012). A study 

conducted in South Africa, for example, demonstrated that adolescents anticipated being stigmatized 

by community members as ‘punishment from God or ancestors’ (Pantelic, Boyes, Cluver & Thabeng, 

2018, p. 213). The resultant discrimination and social isolation of HIV-stigma, hence, have a 

detrimental impact upon the mental health of PLWHA, and depression is a poignant example of this 

(Endeshaw et al., 2014).  

 

A substantial body of research has found depression to be the most common outcome of stigma directed 

towards PLWHA (e.g. Brandt, 2009). For example, Murphy, Garrido-Hernansaiz, Mulcahy, and Hevey 

(2018) determined HIV-related stigma to be the most significant predictor of depression in their HIV-

positive sample. This relationship may manifest as a direct result of the aforementioned social isolation 

and stressors imposed upon PLWHA or through indirect effects. For example, PLWHA face high levels 

of stigma in healthcare settings which often results in the denial of treatment and care, humiliation, and 

confidentiality breaches (Elford et al., 2007). Similarly, anticipated- and self-stigma can result in 

reduced help-seeking behaviours or treatment adherence (Teh, King, Watson & Liu, 2014), as well as 

lowered self-esteem (Kalomo, 2017). The relationship between HIV-stigma and depression is, hence, 

complex and multifaceted, and this contributes massively towards the current dearth of effective 

interventions to combat stigma’s adverse effects (Sengupta et al., 2011). 

 

1.5 Current Systematic Reviews 

There are several systematic reviews which have investigated similar questions pertaining to HIV-

stigma and depression. Both Breuer and colleagues (2011), and Brandt (2009) reviewed literature which 

has investigated the relationship between HIV/AIDS and mental and physical health in Sub-Saharan 

Africa. In addition, Rueda and colleagues (2016), did so with studies assessing the association between 

HIV-stigma and general health in HICs and LMICS. Each of these reviews demonstrated evidence for 

a relationship between HIV-stigma and depression. Breuer and colleagues (2011), for example, 

demonstrated that high levels of depression were mainly explained by high levels of stigma, and 

suggested that social support may play a role in this relationship. Moreover, Brandt (2009) found that 

internalised stigma was the greatest predictor of depressive symptomology amongst both male and 

female samples. Similar to the findings of Breuer and colleagues (2011), Rueda and colleagues (2016) 

suggested that the positive relationship between HIV-stigma and depression may be mediated by levels 

of social support. Despite these findings, these reviews have several important limitations.  



 10 

Breuer and colleagues (2011), and Brandt (2009) both investigated all factors which may have 

contributed towards adverse mental and physical health outcomes amongst PLWHA. Hence, very few 

of the included studies looked specifically at stigma and its relationship to depression, or depressive 

symptoms. Despite the fact that both reviews concluded that stigma was an important determinant of 

adverse mental health outcomes, such as depression, we are unable to fully appreciate the extent of the 

relationship between HIV-stigma and depressive symptoms, particularly the impact of specific forms 

of stigma. Moreover, both excluded studies which sampled from beyond general HIV-positive adults. 

Hence, their findings cannot be generalized to other populations of PLWHA such as adolescents or 

pregnant women. This is significant as, whilst global infection and premature death tolls have steadily 

declined, child and adolescent HIV statistics remain alarmingly high. Female adolescents, for example, 

account for 25% of all new infections in Sub-Saharan Africa, despite representing a mere 10% of the 

population (the Lancet, 2018). African Adolescents living with HIV have been evidenced as being at 

greater risk of HIV-stigma and depression than infected adults (Ashaba et al., 2018). As adolescence is 

a key developmental stage with significant potential in terms of preventing adverse physical and mental 

health outcomes in later life, it is fundamental that this population are represented within the literature 

(Pettifor, Stoner, Pike, & Bekker, 2018). In addition, research has demonstrated that pregnant women 

(e.g., Cuca, Onono, Bukusi & Turan, 2012) and mothers (e.g., Turan et al., 2011) are more likely to 

experience HIV-stigma and depression than the general HIV-positive population, yet little research has 

attempted to understand the relationship within this at-risk sub-population (Turan et al., 2011).  

 

Intervention studies targeting different sub-populations have consistently identified a lack of 

comparative measures and data from across studies as halting the development of accurate interventions 

to improve wellbeing (e.g. Pulerwitz, Michaelis, Verma, & Weiss, 2010). Hence, it is essential that 

reliable studies and reviews investigating the relationship between HIV-related stigma and depression 

in these vulnerable HIV-positive populations be conducted. Rueda and colleagues (2016) produced a 

more in-depth investigation of HIV-stigma and its relationship with mental health, with findings 

suggesting that HIV-stigma was most highly associated with increased levels of depression, lower 

social support, and lower ART adherence. Yet, of the sixty-four studies included, only fourteen were 

conducted in LMICs, and a mere six of these were in Sub-Saharan Africa. Furthermore, despite 

collecting data regarding the relationship between mental health outcomes and numerous forms of 

stigma (internalised, anticipated, and enacted), the stigma measures were aggregated to simply refer to 

‘HIV-stigma’. Hence, we are unable to determine how these different forms of stigma relate to 

depression, as well as to one another.  

 

Thus, current research has demonstrated a relationship between HIV-stigma and depression, yet the 

reviews do not conduct in-depth analyses of this relationship and often exclude or do not focus on vital 

populations, such as Sub-Saharan Africans or adolescents. Furthermore, as Brandt (2009, p. 124) notes, 



 11 

despite an increase in the number of studies conducted Sub-Saharan Africa, “the body of research 

remains fragmented and the methodological quality is uneven. Consequently, not all the findings can 

be considered equally robust and their comparability is limited.” Therefore, it is essential that we 

attempt to bring this often-fragmented research together, and to review the nature and quality of it.  

 

1.6 Summary and Aims 

Individuals living with HIV/AIDS are likely to face a myriad of physical and mental health challenges 

which are exacerbated by the stigma that they face as a result of their diagnosis. They are at particular 

risk of depression which not only impacts the individual’s quality of life, but can worsen the 

symptoms, progression, and spread of HIV. Moreover, whilst almost 20% of the world’s HIV-positive 

population reside in South Africa, there is a dearth of research investigating HIV-stigma and its 

effects within this context. Recent systematic reviews have explored the relationship between HIV-

stigma and depression, but have not done so in depth and have often overlooked particular 

populations, including Africans and adolescents.  

 

The aim of this current study is to conduct the first comprehensive systematic review of research 

investigating the relationship between HIV-stigma and depression amongst PLWHA in South Africa. 

In light of the fact that stigma is experienced in different ways and at different rates depending upon 

the particular sub-population of PLWHA (e.g., Ashaba et al., 2018; Turan et al., 2011) this review 

shall investigate the relationship between HIV-stigma and depression within different HIV-positive 

samples. More detailed examination of these relationships may be of benefit to researchers and 

policymakers who rely upon in-depth, empirical research in order to produce effective interventions 

and policies which target at-risk populations.  

 

The aims of this study are threefold: (1) to determine the prevalence of HIV-stigma and depression 

amongst PLWHA in South Africa; (2) to assess the relationship between HIV-stigma and depression 

amongst different sub-populations of PLWHA in this region; and (3) to identify potential moderators 

and mediators of this relationship.   

 

2. Methods 

2.1 Search strategy 

This systematic review was conducted in accordance with the ‘Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses’ (PRISMA statement; Moher, Liberati, Tetzlaff, & Altman, 2009). The 

search strategy was determined by the author and reviewed independently by an additional researcher 

(AF). Any resultant discrepancies were resolved through discussion.  In order to identify relevant 
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studies electronic databases and grey literature websites were searched. The search was restricted to 

publications produced between January 1st, 1997 and April 26th, 2019. Studies prior to 1997 were 

excluded as this was the year that highly active antiretroviral therapy (HAART) became the standard 

treatment for HIV and AIDS-related deaths reduced significantly (CDC, 1997). Thus, HIV/AIDS began 

to be understood as a treatable condition and HIV-stigma gained more attention within research (e.g. 

Brandt, 2009). A grey literature search of two websites (OpenGrey and OAIster) was conducted in an 

attempt to minimise potential publication bias of the review (Paez, 2017). Four bibliographic databases 

(CINAHL, Ovid MEDLINE, PsycINFO, and Web of Science) were selected in order to identify 

literature within the fields of medicine, nursing and psychology. For each database, specific MeSH and 

keyword terms were employed for HIV/AIDS, HIV-related stigma, and Depression (see Appendix 1), 

and an exemplar search strategy can be viewed in Appendix 2. Having piloted search terms relating to 

South Africa, results depleted substantially and, hence, they were not included in the final search. This 

is consistent with several existing systematic reviews investigating similar topics (Brandt, 2009; Breuer, 

Myer, Struthers, & Joska, 2011). The Cochrane Database of Systematic Reviews was also searched. 

Studies found in the reference lists of included studies were additionally assessed for eligibility.   

 

2.2 Eligibility Criteria 

Studies were eligible for inclusion if they were written in English, quantitatively measured levels of 

depression and HIV-stigma amongst an HIV-positive sample, of any age, living in South Africa, and 

reported on a statistical test for the relationship between these measures. This included quantitative and 

mixed-method studies, as well as psychometric studies validating measurements of HIV-stigma.    

 

The exclusion criteria included studies that did not directly report the relationship between depressive 

symptoms and HIV-stigma, this included qualitative designs, intervention trials (unless analyses were 

reported from data taken at baseline) and case studies, as well as articles. Qualitative studies were 

excluded as it has previously been noted that a lack of reliable quantitative research has halted the 

development of accurate anti-stigma interventions. Hence, it is important to understand what future 

quantitative research needs to do in order to rectify this. Studies were excluded if they only measured 

stigma-by-association in HIV-negative individuals (e.g. those orphaned by HIV/AIDS or living with an 

HIV-positive caregiver) as their experiences of HIV-stigma may be different to those with the disease, 

and it is not fully understood to what extent the effects of HIV-stigma are shared amongst these 

populations (Wight et al., 2006). This exclusion criteria is consistent with similar reviews (e.g., Lowther 

et al., 2014; Rueda et al., 2016). 
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2.3 Study Screening 

The study identification and screening process can be viewed in Figure 1. In accordance with the 

Cochrane Collaboration Handbook (Deeks, Higgins, & Altman, 2008) results from the database search 

(n=1459), grey literature (n=4) and reference-list search (n=1) were combined in EndNote and 

duplicates were removed (n=539). Titles and abstracts were screened as an initial stage, and irrelevant 

articles were removed (n= 830). Full text articles were then retrieved and assessed for compliance with 

inclusion and exclusion criteria (n=95). Of these articles; forty-nine did not include a South-African 

sample; nine did not quantitatively assess level of depression; four lacked a stigma measure; nine did 

not measure the relationship between these measures; and ten did not include an HIV-positive sample 

(∑n=81). Of the studies found in the grey literature search (n=4), zero were eligible for inclusion as 

they did not include an HIV-positive sample (n=2), did not measure levels of depression (n=1), or did 

not assess the relationship between these measures (n=1). One study (Wingood et al., 2008) was 

identified through reference-list search and was eligible for inclusion in the final review. Once screening 

was completed, the final review was composed of fourteen studies. 
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Figure 1: PRISMA flow diagram of study identification and Selection Process 
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2.4 Data Extraction and Quality Assessment 

Data for the included studies was extracted into a pre-designed template, produced for this study 

(Appendix 3). Once again, the data extraction template and quality assessments were reviewed by 

another researcher (AF) and disputes were resolved by discussion. For each study, extracted data was 

separated into five main subsections; study and design (title, authors, year, publication journal, aims, 

and study design), sample (size, gender composition, region of South Africa, clinical/community, mean 

age, additional demographic information (e.g. rural/urban residence, education etc.)), recruitment 

method (inclusion/exclusion criteria, facility and within-facility sampling technique (for clinical 

samples)), and methodology (stigma/depression measures and validity and additional psychological 

measures). The final subsection was dedicated to main results and authors’ interpretations of their 

findings.  

 

Quality of included cross-sectional studies (n=12) were appraised using Pantelic and colleagues’ (2015) 

adaptation of the Cambridge Quality Checklist (CQC; Murray, Farrington, & Eisner, 2009), which was 

used to assess studies which measured the association between internalised HIV-stigma amongst Sub-

Saharan African samples (Appendix 4 (i)). This adaptation was modified to include assessment of each 

study’s depression measure. Furthermore, an assessment of each study’s attempt to control for 

confounding variables was added to appreciate, more fully, the reliability of the included measures. 

This adapted version of the CQC includes a comprehensive appraisal of recruitment method (facility 

and within-facility), sample (e.g. response/retention rates and sample size), and methodology (measure 

validity/reliability, study design, and analysis type). Studies were graded on a numerical scale and a 

final score was produced based upon a percentage of a possible 24 points. Pantelic and colleagues’ 

(2015) adaptation of the CQC was conducted in order to assess quality of reporting and methodology 

within Sub-Saharan African studies, specifically. In doing so, they included method of selection of 

facilities, and participants within facilities to account for the fact that studies conducted in this region 

tend to recruit through health-care settings (Pantelic et al., 2015). Hence, this assessment tool is 

applicable to the target population. Cohort studies (n=2) were assessed using the Newcastle-Ottawa 

Quality Assessment Form for Cohort Studies (Wells et al., 2008; Appendix 4 (ii)). The tool appraises 

cohort studies based upon quality within three broad areas; study-group selection; comparativeness of 

the cohorts; and assessment of the outcome; and rates studies based upon a star system. Following the 

approach of each tool’s authors (which can be found in Appendix 4), studies were categorised as high, 

fair or low quality.  
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3. Results 

3.1 Study Characteristics  

A summary of the sample characteristics, study design, measures, key findings and quality assessment 

of each of the fourteen included studies are grouped chronologically and presented in Table 1. The 

studies are geographically representative; including fourteen unique samples from Mpumalanga, the 

Western Cape, KwaZulu-Natal province, the Eastern Cape, Free State province, and Johannesburg, 

cumulatively involving 9,843 PLWHA. All studies were quantitative, of which twelve were cross-

sectional and the remaining two were prospective cohort studies (PCS). The majority of studies included 

adult samples (n=6), of which three included adults initiated on ART (Peltzer & Ramlagan, 2011; 

Pappin, Wouters, & Booysen, 2012; Wouters, Masquillier & Booysen, 2016), one included adults 

experiencing chronic pain (Wadley, Pincus, & Evangeli, 2019), one included HIV-positive women 

(Wingood et al., 2008), and one included a racially diverse sample (Simbayi et al., 2007). The remaining 

studies sampled pregnant women, (n=2), mothers (n=2), and adolescents (n=3). Several studies 

measured multiple types of stigma, including internalised stigma (n=9), external stigma (n=4), and 

perceived stigma (n=1). Five studies also included a general measure of HIV-stigma. The majority of 

studies recruited participants through healthcare facilities (n=11). The remaining three recruited through 

community organizations (Breet, Kageea, & Seedatb, 2014; Gamarel et al., 2017), or through both 

healthcare and community settings (Pantelic et al., 2017).  

  

3.2 Validity of Included Measures 

As previous research has highlighted heterogeneity of measures across studies within this context 

(Brandt, 2010) and critiqued the use of ‘Western’ assessment tools (e.g., Alarćon, 2009), it is important 

to assess the cross-cultural validity of those included within the studies of this review.  

 

Across the fourteen studies, measures of stigma were somewhat heterogeneous. The most common 

measure was the Internalized AIDS-related stigma scale (IA-RSS, Kalichman et al., 2009) which was 

validated with a South African population and was included in four studies (Simbayi et al., 2007; Peltzer 

& Shikwane, 2011; Peltzer & Ramlagan, 2011; Valerie, Earnshaw, Kidman, & Violari, 2018). Two 

studies utilized the HIV-stigma Scale (Berger, Ferrans & Lashley, 2001) which measured overall stigma 

score and, similarly, has been validated within Sub-Saharan African contexts (Wingood et al., 2008; 

Breet, Kageea, & Seedatb, 2014). Wouters, Masquillier and Booysen (2016) used an adapted and non-

validated version of the HIV-stigma Scale (Wright et al., 2006). Two studies (Pantelic et al., 2017; 

Casale et al., 2019) assessed stigma using the adapted Adolescents Living with HIV Stigma Scale 

(ALHIV-SS; Pantelic et al., 2016), which assesses levels of internalised and enacted stigma was 

developed for adolescents living in the US, adapted for South African participants by Pantelic and 

colleagues (2018), and validated by Casale and colleagues (2019). Two studies (Brittain et al., 2017; 
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Wong et al., 2017) used an adapted version of the Social Impact Scale (Fife & Wright, 2000), which is 

yet to be validated amongst African samples. This measure assesses levels of internalised and enacted 

stigma. One study (Wadley, Pincus, & Evangeli, 2019) included the HIV/AIDS Stigma Instrument - 

PLWHA (HASI-P), which measured levels of enacted and internalised stigma and has been validated 

by Holzemer and colleagues (2007). The remaining studies all included non-validated measures of HIV-

stigma, such as the USAID Self-Stigma Scale (USAID, 2006) used by Gamarel and colleagues (2017) 

and Pappin, Wouters, and Booysen’s (2012), Stigma Scale which was composed of eight questions 

relating to levels of internalised and anticipated stigma.   

 

In terms of depression measures, the studies were more homogenous and each scale had been previously 

validated with populations from Sub-Saharan Africa. These include the Edinburgh Postnatal 

depression scale (EPDS; n=3), the Centre for Epidemiological studies Depression scale (CES-D; n=4), 

the Child’s Depression Inventory (CDI; n=2), the Beck Depression Inventory (BDI; n=3), and the 

Hospital Anxiety and Depression Scale (HADS; n=2). The majority of studies measured general 

depressive symptoms, whilst three studies measured levels of postnatal or antenatal depression (Peltzer 

& Shikwane, 2011; Brittain et al., 2017; Wong et al., 2017).  
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Table 1: Characteristics, Measures, Main findings and Quality of Included Studies 

 

Lead Author 

(year) & S.A. 

region 

 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

 

Study 

Design 

 

Type of stigma 

(measure) 

 

Depression 

measure 

 

Prevalence Findings 

 

Main Stigma X depression 

findings 

 

Quality 

assessment 

Simbayi et al., 

(2007), Cape 

Town 

HIV+ adults (n=1063), 

not reported, 60.5%, 

African (68%), mixed 

race/coloured (15%), 

Indian (12%), white 

(5%), clinical 

 

C/S Internalised stigma  

(adapted AIDS-

related stigma 

scale; Kalichman et 

al., 2009) 

CESD Stigma: not reported 

Depression: 30% 

Internalised stigma significantly 

associated with depression (r 

=0.27, p<0.01). This relationship 

remained significant after 

controlling for sociodemographic 

and health characteristics. 

 

FAIR  

Wingood et al., 

(2008),  

Rural Western 

Cape, Province 

HIV+ adults (18-45) 

(n=120), 29 years, 

100%, 100% black 

African, clinical.  

C/S HIV-stigma 

(HIV-stigma scale; 

Berger et al., 2001) 

CESD Stigma: not reported 

Depression: not reported 

HIV-stigma associated with 

depressive symptoms (p=0.003) in 

univariate analyses. After 

multivariate analyses, women 

reporting higher HIV-stigma 

experienced higher depression 

(𝛽=0.32, p<0.01). 

FAIR  

Peltzer & 

Ramlagan 

(2011), 

KwaZulu-Natal 

HIV+ adults initiated 

on ART (n=551), 35.9 

years, not reported, not 

reported, clinical. 

PCS (4 

months) 

Internalised stigma  

(Internalized 

AIDS-related 

stigma scale; 

Kalichman et al., 

2009) 

CESD Stigma: not reported 

Depression: not reported 

Internalised stigma was associated 

with severe depression (p<0.001), 

lower CD4 cell counts (p=0.019), 

discrimination experiences 

(p=0.001), and lack of social 

support (p<0.001). In multivariate 

analyses, CD4 cell counts, QoL, 

no income, and severe depression 

(p<0.001) remained as predictors 

of internalised stigma.  

HIGH 
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Lead Author 

(year) & S.A. 

region 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

Study 

Design 

Type of stigma 

(measure) 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Peltzer & 

Shikwane 

(2011), 

Nkangala 

district, 

Mpumalanga 

 

HIV+ adult mothers of 

infants (n=607), 28.7 

years, 100%, 98% 

black African, clinical. 

C/S Internalised stigma  

(Internalized 

AIDS-related 

stigma scale; 

Kalichman et al., 

2009) 

EPDS Stigma: not reported 

Depression: 45% 
Internalised stigma (𝛽 =
1.12, 95% CI: 1.05 − 1.19, p <
0.001) discrimination (𝛽 =
1.22, 95% CI: 1.03 − 1.46, 

P=0.023), and social support (𝛽 

=0.86, 95% CI: 0.74-0.99, 

p=0.037) associated with 

depression in both bivariate 

comparisons and multivariable 

logistic regression. 

HIGH  

Pappin et al., 

(2012), Free 

State province 

HIV+ adults initiated 

on ART (n=716), 37 

years, 75.7%, 98.4% 

black African, clinical 

C/S HIV-stigma  

(8-items produced 

by authors, no 

additional details 

reported) 

HADS Stigma: not reported 

Depression: 25.4% 

No univariate results reported. 

Stigma positively associated with 

depressive symptoms in 

multivariate regression analyses 

(OR=1.13 CI: 1.06-1.20, p<0.01). 

Participants who attended a 

support group were less likely to 

be depressed (OR=0.21, CI: 0.05-

0.99, p<0.05).  

 

 

 

 

 

 

FAIR  
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Lead Author 

(year) & S.A. 

region 

 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

 

Study 

Design 

 

Type of stigma 

(measure) 

 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Breet et al., 

(2014), several 

peri-urban 

townships 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HIV+ adults (n=210), 

36 years, 40%, 85.2% 

black African, 

community.  

C/S 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HIV-stigma  

(HIV-stigma scale; 

Berger et al., 2001) 

BDI-II Stigma: not reported 

Depression: not reported 

Initial regression analyses found 

HIV-stigma to be a significant 

predictor of depressive symptoms 

at stage 1 (p<0.001). 

Social support was also a 

significant predictor at this stage 

(p<0.001). Relationship between 

stigma and depression remained 

with the addition of social support 

at step 2 (p<0.01). Social support 

was not found to moderate or 

mediate the relationship between 

stigma and depression. 

 

 

 

LOW  
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Lead Author 

(year) & S.A. 

region 

 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

 

Study 

Design 

Type of stigma 

(measure) 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Wouters et al., 

(2016), Free 

State Province 

HIV+ adults initiated 

on ART (n=435), 38.9 

years, 77.4%, not 

reported, clinical 

PCS (36 

months) 

External and 

internalised stigma  

(adapted Berger’s 

HIV stigma scale; 

Wright et al., 2007) 

HADS Stigma: not reported 

Depression: not reported 

No univariate results reported 

External stigma was positively 

correlated with depression at wave 

1 (𝛽=0.21, p<0.01), whilst 

internalised stigma was positively 

correlated at wave 2 (𝛽=0.21, 

p<0.05), whilst controlling for 

sociodemographic variables in 

multivariate analyses. Social 

support seeking coping was 

negatively associated with 

depression at this point (𝛽=-.235, 

p<0.01). 

HIGH  

Brittain et al., 

(2017), 

Western Cape 

HIV+ pregnant women 

initiating ART 

(n=623), not reported, 

100%, 99.5% black 

African, clinical. 

C/S Internalised stigma 

and Social 

rejection 

(adapted Social 

Impact Scale; Fife 

and Wright, 2000)) 

EPDS Stigma: not reported 

Depression: 11% 
Both social rejection (𝛽= 2.2, 95% 

CI: 1.7-2.7, p<0.001) and 

internalised shame (𝛽=2.2, 95% 

CI: 1.8-2.6, p<0.001) were 

associated with greater depression 

scores in unadjusted analyses. 

These relationships remained after 

multivariate analyses controlling 

for all covariates [(𝛽=0.7, 95% 

CI: 0.1-1.3, P<0.001), (𝛽=1.8, 

95% CI: 1.2-2.3, p<0.001)]. 

Internalised presented strongest 

association. stigma appears to 

moderate the relationship between 

social support and depression.  

FAIR  
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Lead Author 

(year) & S.A. 

region 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

Study 

Design 

Type of stigma 

(measure) 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Gamarel et al., 

(2017), 

KwaZulu-Natal 

Province 

 

HIV+ adult parents of 

HIV- adolescents 

(n=2477), 44.2 years, 

53.9%, 99.8% black 

African, community.  

C/S Internalised stigma  

(USAID self-

stigma scale, 2006) 

CESD Stigma: not reported 

Depression: not reported 

Parent’s internalised stigma was 

positively correlated with 

depressive and anxious symptoms 

(r =0.25, 0.13, p<0.001), as well 

as child depressive and anxious 

scores (r=0.12, p<0.001; r=0.16, 

p<0.001) in univariate analyses. 

No multivariate analyses 

conducted.  

FAIR  

Pantelic et al., 

(2017), Eastern 

Cape.  

 

 

 

 

 

 

 

 

 

 

 

HIV+ adolescents 

initiated on ART 

(n=1060), 14 years, 

55.2%, not reported, 

clinical and 

community.  

C/S Internalised, 

anticipated and 

enacted stigma  

(ALHIV-SS; 

Pantelic et al., 

2016) 

 

 

CDI Internalised Stigma: 

Males 22%, females 

25.3% 

Anticipated Stigma: 

Males 24.4%, females 

34.1% 

Depression: not reported.  

After controlling for age, gender 

and rural/urban household, 

internalised HIV-stigma was 

positively associated with 

anticipated stigma (𝛽=.28, 

p<0.001) and depressive 

symptoms (𝛽=.45, p<0.001). 

Enacted stigma was also directly 

associated with depressive 

symptoms (𝛽=.29, p<0.001).  

HIGH  
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Lead Author 

(year) & S.A. 

region 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

Study 

Design 

Type of stigma 

(measure) 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Wong et al., 

(2017), Cape 

Town 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HIV+ pregnant 

adolescent and adult 

women initiating ART 

(n=628), 22 

(adolescents), 30 

(adults), 100%, not 

reported, clinical 

C/S Internalised shame 

and Social 

rejection 

(Social Impact 

Scale; Fife & 

Wright, 2000) 

EPDS Stigma: not reported 

Depression: 11% 

Stigma positively correlated with 

depressive symptoms in both 

univariate analyses (𝛽=0.4, 95% 

CI: 0.3-0.4, P<0.001) and adjusted 

analyses controlling for 

sociodemographic variables 

(𝛽=0.3, 95% CI: 0.3-0.4, 

p<0.001). Younger age associated 

with depressive symptoms of 

depression after controlling for 

sociodemographic variables and 

poverty (𝛽=0.9, 95% CI: 0.1-1.8, 

p=0.04). After stratifying tertiles 

of stigma, of those with highest 

levels of stigma, younger women 

report sig. more depressive 

symptoms. 

 

 

 

 

 

 

 

 

 

 

 

 

FAIR  
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Lead Author 

(year) & S.A. 

region 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

Study 

Design 

Type of stigma 

(measure) 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Valerie et al., 

(2018), Soweto. 

HIV+ perinatally-

infected adolescents 

(n=250), 16 years, 

54.4%, not reported., 

clinical 

C/S Internalised stigma 

and associative 

stigma  

(Internalized 

AIDS-Related 

Stigma Scale; 

Kalichman et al., 

2009). 

BDI Stigma: not reported 

Depression: 33.8% 

Females reported higher 

internalised stigma scores than 

males. In bivariate regression 

analyses, both internalised 

(𝛽=1.27, 95% CI: 1.19-1.34, 

p<0.05) and associative (𝛽=1.55, 

95% CI: 1.43-1.68, <0.05) stigma 

were positively correlated with 

risk of depression. After 

controlling for sociodemographic 

variables in multivariate analyses, 

these relationships remained 

[(𝛽=1.23 95% CI: 1.13-1.34, 

p<0.05) and (𝛽=1.59 95% CI: 

1.37-1.84, p<0.05), respectively].  

 

FAIR  

Casale et al., 

(2019), Eastern 

Cape Province 

HIV+ adolescents 

initiated on ART 

(n=1053), 14 years, 

55%, not reported, 

clinical 

C/S Internalised, 

anticipated, and 

enacted stigma  

(ALHIV-SS; 

Pantelic et al., 

2016).  

CDI Stigma: 43.5% 

Depression: 46% 

Stigma presented significant 

positive correlation with 

depression after controlling for 

covariates (r =0.31, p<0.001). 

In moderated mediation analyses, 

greater HIV-stigma directly 

associated with greater depressive 

symptoms (𝛽 = 0.30, 𝑝 <
0.001) as well as suicidal 

thoughts/behaviour (𝛽 =
0.19, 𝑝 < 0.001). The latter 

relationship was mediated by 

depression. Both forms of support 

moderated the relationship 

between stigma and depression. 

HIGH  
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Abbrevs: C/S = cross sectional, PCS = prospective cohort study, CESD = Centre for Epidemiological Studies Depression Scale, EPDS = Edinburgh Postnatal 

Depression Scale, HADS = Hospital Anxiety and Depression Scale, BDI = Beck Depression Inventory, BDI-II = Beck Depression Inventory II, CDI = Children’s 

Depression Inventory, CI = Confidence Interval, OR = Odds ratio, HIV+ = HIV-positive.

Lead Author 

(year) & S.A. 

region 

Sample (n), mean 

age, % female, % 

ethnicity composition, 

recruitment setting 

 

Study 

Design 

Type of stigma 

(measure) 

Depression 

measure 

Prevalence Findings Main Stigma X depression 

findings 

Quality 

assessment 

Wadley et al., 

(2019), 

Johannesburg 

HIV+ adults 

experiencing chronic 

pain (n=50), 45 years, 

88%, not reported, 

clinical.  

C/S Perceived stigma 

(HASI-P; 

Holzemer et al., 

2007) 

BDI-II Stigma: 88% 

Depression:  

24% mild symptoms, 48% 

moderate-severe 

symptoms 

In univariate analyses, stigma 

score was positively correlated 

with intensity of worst pain in the 

last week (r=0.33, p=0.02) as well 

as greater depressive symptoms 

(r=0.33, p=0.02). No multivariate 

analyses conducted. Mediation 

analyses did not reveal depression 

as a mediator of stigma and pain 

intensity.  

FAIR  
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3.3 Data Synthesis 

Due to the diversity of study characteristics and measurement tools, a narrative synthesis was 

conducted as opposed to a meta-analysis (Furlan, Pennick, Bombardier, & van Tulder, 2009). As the 

majority of included studies were cross-sectional (n=12) causal inference is limited. Meta-analyses 

are able to measure the consistency of a relationship but are not able to establish causal inferences 

(Weed, 2010), hence producing a singular effect size may distort findings (Pantelic, Shenderovich, 

Cluver & Boyes, 2015). As mentioned prior, previous research has demonstrated varying findings 

across different sub-populations of PLWHA, for example, adolescents (Ashaba et al., 2018), pregnant 

women (Cuca, Onono, Bukusi & Turan, 2012) and mothers (Turan et al., 2011). Hence, findings from 

the included studies will be interpreted and compared based upon the HIV-positive sub-population 

which they include.  

 

3.4 Quality Assessment 

Results of the quality assessment are available in Table 1. Following appraisal of the cross-sectional 

studies included in the review (n=12), three were deemed to be of high quality, eight of fair quality, and 

one of low quality. The features of those judged to be of higher quality included; randomly sampled 

healthcare facilities and participants, reported high response rates, had higher sample sizes (≥400), 

involved stigma and depression measures which were validated with the same target population and 

demonstrated high internal consistency, and employed statistical tests which controlled for relevant 

confounding variables (e.g., income and CD4 cell counts). Lower quality studies had small sample 

sizes, low response rates, lacked control of basic confounders (such as age and gender), included 

measures which were not validated amongst the target population, and did not report or test for the 

internal consistency of measures.  

 

Both prospective cohort studies were deemed to be of high quality as they included cohorts which were 

representative of the target population; assessed outcomes based upon medical records or structured 

interviews; controlled for proven confounding variables (e.g. age, gender, marital status); and exhibited 

high retention rates.   

 

3.5 Prevalence of Depression and HIV-stigma 

The following section describes the prevalence rates of HIV-stigma and depression amongst different 

samples of PLWHA and draws comparison between the different sub-groups included in the studies.  

 

3.5.1 Stigma Prevalence 

Few studies (n= 3) reported on the prevalence of stigma from their samples. Prevalence rates of stigma 

within the studies varied depending upon the type of stigma measured. For example, rates of internalised 
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stigma ranged from 22% to 41%, anticipated stigma scores ranged from 24.4% to 43%, and the 

prevalence of any stigmatizing experience ranged from 43.5% to 88%. In the studies which sampled 

adolescents, females were reported to experience significantly higher levels of anticipated stigma than 

males. Furthermore, participants were more likely to report anticipated than internalised stigma. Higher 

levels of stigma were reported for adolescents initiated on ART (Casale et al., 2019) in comparison to 

those not initiated (Pantelic et al., 2017). The highest stigma prevalence was reported by those 

experiencing comorbid HIV and chronic pain, of whom 88% had experienced some form of stigma. 

Hence, all studies which reported prevalences within their sample demonstrated high rates of HIV-

stigma. Whilst differences emerged across studies the variation could be due to inconsistencies of 

methodology or sampling. For example, whilst several studies utilised the ALHIV-SS to measure 

stigma, Casale and colleagues (2019) based their stigma prevalence upon any reported experience of 

stigma. Hence, it may be difficult to draw comparison between this study and that of Pantelic and 

colleagues (2017) who drew their prevalence rates from actual cut-off scores. Moreover, of those 

sampled with comorbid HIV and chronic pain, Wadley, Pincus and Evangeli (2019) produced an 

intersectional scale combining HIV stigma and chronic-pain stigma measures.  

 

3.5.2 Depression Prevalence 

Prevalence rates of depression were more commonly reported in the studies than those of stigma (n=8). 

The prevalence of depression across the studies ranged from between 11% and 48%. Peltzer & 

Shikwane (2011) found that 45.1% of the mothers in their study were moderately depressed. This high 

prevalence is consistent with previous research conducted upon similar samples of HIV-positive 

mothers. For example, Stellenberg and Abrahams (2015) reported that 48.8% of the mothers from a 

rural South African community scored as ‘moderate’ on their postnatal depression scale. Two studies 

(Brittain et al., 2017; Wong et al., 2017) measured levels of antenatal depression amongst pregnant 

women and both reported that 11% of their samples were severely depressed. Furthermore, Brittain and 

colleagues (2017) reported that an additional 25% of participants were moderately depressed.  

 

In terms of adolescents, Valerie, Earnshaw, Kidman and Violari (2018) and Casale and colleagues 

(2019) report high rates of depressive symptoms, at 33.8% and 46%, respectively. Other studies have 

demonstrated mixed scores amongst similar populations. For example, Lwidiko and colleagues (2018) 

found that 12.9% of Tanzanian HIV-positive adolescents screened positive for depressive symptoms. 

Interestingly, whilst Casale and colleagues (2019) used the same diagnostic tool, they used a lower cut-

off score, and considered the presence of one or more depressive symptoms to be sufficient evidence 

for diagnosis. Lwidiko and colleagues (2018), contrarily, considered the presence of two coexisting 

symptoms for a period of two weeks to be an adequate cut-off score, which is consistent with existing 

research (Ayuso-Mateos et al., 2010). Thus, the aforementioned studies included in this review 

demonstrate high rates of depressive symptoms amongst adolescents living with HIV. Other studies 
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have demonstrated differing results and this may be due to disparity of cut-off scores across diagnostic 

tools, as documented by other researchers (e.g., Wong et al., 2017).  

 

All studies sampling from general adult populations found a high prevalence of depressive symptoms 

with Pappin, Wouters and Booysen (2012) reporting 25.4%, and Simbayi and colleagues (2007) 

reporting over a 30% prevalence over the mid-point of cognitive-affective depression scores. Those on 

ART appeared to demonstrate lower depression scores than those not initiated on ART, which is a 

consistent finding within the literature (Velloza et al., 2018). Within the study of Wadley, Pincus and 

Evangeli (2019) 48% of individuals living with comorbid HIV and chronic pain scored moderate to 

severe on the BDI. Other studies investigating the mental health of HIV-positive individuals 

experiencing chronic pain and found similar results, for example 36% of the participants in Goodin and 

colleagues’ (2018) study had a psychiatric diagnosis of depression. It is suggested that this high 

prevalence is due to intersectional health-related stigma faced by those living with HIV and chronic 

pain conditions (Goodin et al., 2018).  

 

In summary, according to the studies which reported a depression prevalence South African pregnant 

women, mothers, adolescents, and different adult populations are at high risk of experiencing moderate 

to severe levels of depression. Prevalence rates were higher amongst studies which sampled pregnant 

women, mothers, and adolescents than studies which sampled from general adult populations (Pappin, 

Wouters and Booysen, 2012; Simbayi et al., 2007). The highest depression prevalence was reported for 

those individuals living with comorbid HIV and chronic pain. Variance between these prevalence rates 

and those of other studies sampling from the sample population may be due to subtle differences in the 

samples (e.g., socioeconomic status) or differences in the cut-off scores used.  

 

3.6 Relationships Between HIV-stigma and Depression 

This section describes the association between HIV-stigma and depression amongst different sub-

populations of PLHWA in South Africa. All fourteen studies demonstrated a significant positive 

relationship between HIV-stigma and depression within their samples in univariate analyses. Overall, 

this relationship was consistent across all measures and forms of stigma (including internalised-, 

anticipated-, enacted- and overall stigma scores), as well as across studies which sampled from similar 

sub-populations. Furthermore, the relationships remained significant in multivariate analyses after 

controlling for basic and complex covariates. Despite the consistency of these findings across studies, 

there were differences in the HIV-positive sub-population sampled, the measures included, and the 

covariates tested for. As mentioned previously, certain sub-groups of PLWHA (such as pregnant 

women, mothers, and adolescents) are at increased risk of experiencing HIV-stigma and depression, 
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and are often neglected within the literature (e.g., Turan et al., 2011). Hence, the analysis of this 

section has been split accordingly.  

 

3.6.1 Adult Populations 

 

Univariate Analyses 

(i) General Adult Samples: three studies sampling from general HIV-positive adult populations found 

significant associations between stigma and depressive symptoms (Simbayi et al., 2007; Wingood et 

al., 2008; Breet, Kagee & Seedat, 2014). Simbayi and colleagues (2007) found a moderate positive 

correlation between internalised stigma and depression (r=0.27). Wingood and colleagues (2008), 

demonstrated a similar relationship within their sample (r=0.33).   

 

(ii) Adults initiated on ART: Of the three studies sampling adults initiated on ART, one reported on 

univariate data (Peltzer & Ramlagan, 2011). Results suggests that internalised stigma has a significant 

relationship with severe depression (OR: 14.79, 9.13-23.95) and social support (OR: 1.35, 1.121.62). 

Therefore, those experiencing higher levels of stigma are more likely to experience severe depression, 

low social support, and are less likely to adhere to ART.  

 

(iii) Adults Experiencing Chronic Pain: Wadley, Pincus, and Evangeli, (2019) demonstrated a 

significant moderate positive correlation between perceived HIV-stigma and depressive symptoms 

(r=0.33), as well as intensity of pain within the last week (r=0.22). Hence, those with chronic pain who 

perceive themselves to be stigmatised are more likely to experience depressive symptoms and to report 

higher levels of pain than those with lower levels of perceived stigma.  

 

Multivariate Analyses 

(i) General Adults Samples: two studies (Simbayi et al., 2007; Wingood et al., 2008) conducted 

multivariate analyses on their samples which controlled for sociodemographic variables and length of 

time since HIV diagnosis. Simbayi and colleagues (2007) additionally controlled for number of HIV 

symptoms, and found that the relationship between internalised stigma and depression remained 

significant in multivariate analyses (r=0.20). Wingood and colleagues (2008), similarly, found that 

amongst their female sample those who reported higher levels of HIV-stigma experienced higher levels 

of depression (r=0.29).  

 

(ii) Adults initiated on ART: all relationships between HIV-stigma and depression remained following 

multivariate analyses. Each of the three studies sampling adults initiated on ART controlled for 

sociodemographic characteristics in addition to more complex covariates, such as ART non-adherence, 
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religious activity, HIV disclosure, rural/urban residence, positive/avoidant coping, drug and alcohol 

use, condom use, support group attendance, treatment duration, and engagement in peer-adherence 

intervention. Having controlled for covariates such as these, Wouters, Masquillier and Booysen (2016) 

found that stigma had the strongest association with depression in their cross-sectional analysis, with 

wave 1 external stigma being positively associated with depression at wave 1 (𝛽=0.21) and wave 2 

internalised stigma being positively associated with wave 2 depression (𝛽=0.21). The authors suggest 

that these external stigmatizing attitudes and behaviours may become internalised overtime. In 

prospective analysis, these findings did not hold, as both wave 1 internal and external stigma did not 

predict depression at wave 2. Despite this, the cross-sectional analysis suggests that those individuals 

initiated on ART who are currently experiencing higher levels of external and internalised stigma are 

at greater risk of depression. Interestingly, in their prospective multivariate analyses, Peltzer and 

Ramlagan (2011) found that severe depression at baseline remained a significant predictor of 

internalised stigma 12 months later (OR: 5.64, 2.54-12.49). Indeed, those who experienced severe 

depression were over five times more likely to experience internalised stigma at follow-up. This 

suggests that the relationship between stigma and depression may be reciprocal, and that depressive 

symptoms may also influence internalised stigma over time. 

 

Mediation/Moderation 

(i) General Adult Samples: Breet, Kagee and Seedat (2014) conducted a hierarchical regression in order 

to determine the role of social support in the relationships between HIV-stigma and depression. The 

relationship between HIV-stigma and depression remained significant despite social support being 

added simultaneously in step 2 of the equation. Moreover, the interaction between the two variables 

was determined to be non-significant. Hence, social support neither mediated nor moderated this 

relationship.  

 

(ii) Adults Experiencing Chronic Pain: having attempted to determine if depression mediates the 

relationship between HIV-stigma and pain intensity, Wadley, Pincus and Evangeli (2019) found the 

mediation to be on the threshold of significance. Hence, depression’s role in the relationship between 

stigma and pain intensity remained unclear.  

 

3.6.2 Mothers and Pregnant Women 

 

Univariate Analyses 

All studies which assessed the relationship between internalised stigma and depressive symptoms (n=3) 

found a significant positive correlation between the two measures. This indicates that as negative 

attitudes directed towards the self increased, depressive symptoms tended to increase also. Two studies 
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assessed the relationship between enacted stigma and depressive symptoms (Peltzer & Shikwane, 2011; 

Brittain et al., 2017) and both found a significant relationship (OR: 1.28,1.13 - 1.44, p<0.001; OR 2.2, 

1.7-2.7, p<0.001). Hence, it is suggested that as experiences of discrimination increase, depression 

scores also increase. Wong and colleagues (2017), similarly, demonstrated a positive relationship 

between depressive symptoms and stigma (𝛽=0.3). However internalised and enacted stigma are 

included as a singular score on the Social Impact Scale and, hence, we cannot draw further comparison 

between the two forms of stigma. Interestingly, Gamarel, Kuo, Boyes and Cluver (2017) found that the 

stigma scores of the sampled parents were positively associated with their own depressive symptoms 

(r=0.25), as well as those of their children (r=0.12). Therefore, those parents which experienced higher 

levels of HIV-stigma were at greater risk of being depressed as were their HIV-negative children. 

 

Multivariate Analyses 

The study conducted by Gamarel, Kuo, Boyes and Cluver (2017) was the only one which did not 

conduct multivariate analysis. Of those which did, two conducted multivariate linear regression 

(Brittain et al, 2017; Wong et al., 2017) and one conducted multivariate logistic regression (Peltzer & 

Shikwane, 2011). The studies identified level of education, time of diagnosis (pre- or post-pregnancy), 

employment, poverty level, relationship status, accidental or intended pregnancy, age and number of 

pregnancies as covariates and controlled for them accordingly. After controlling for all 

sociodemographic characteristics, the relationships between internalised stigma and depression 

remained statistically significant across all studies. Of those studies which assessed enacted stigma 

(Brittain et al., 2017; Wong et al., 2017) the relationship between it and depression also remained 

significant in adjusted analyses. Wong and colleagues (2017) found that after controlling for covariates, 

younger age (18-24 years) was also associated with greater symptoms of depression. In addition, having 

stratified tertiles of stigma, of those with the highest levels of stigma, younger women were significantly 

more likely to experience depressive symptoms than older women. Thus, it is suggested that younger 

pregnant women who experience high levels of HIV-stigma are more vulnerable to depression than 

older pregnant women. Furthermore, internalised stigma was reported to present a stronger relationship 

with depressive symptoms than enacted stigma (𝛽=1.8, p<0.001; 𝛽=0.7, p=0.025) (Peltzer & Shikwane, 

2011). Having controlled for participant age, age of infant, education level, relationship status and 

employment status, Peltzer and Shikwane (2011) found that the relationship between internalised 

stigma, enacted stigma and depression remained significant among mothers of infants.  

 

Social support was included in the multivariate analyses of Brittain and colleagues (2017) and Peltzer 

and Shikwane (2017) as it has been highlighted as a potentially influential factor in the relationship 

between HIV-stigma and depression. The relationships between perceived and instrumental social 

support and depression remained significant in this adjusted model of Brittain and colleagues’ (2017) 

study (perceived emotional, OR: −1.1, −1.6, −0.7; Perceived instrumental, OR: −0.9, −1.3-, −0.4). 
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Similarly, Peltzer and Shikwane (2011) found that the negative relationship between social support and 

depressive symptoms remained significant after controlling for covariates (OR: 0.86, 0.74 - 0.99).  

 

Mediation/Moderation 

The multivariate analyses demonstrated potential mechanisms for the relationship between HIV-stigma 

and depression amongst pregnant women and mothers of infants, such as younger age (Wong et al., 

2017) and social support (Peltzer & Shikwane, 2011; Brittain et al., 2017). However, only one study 

(Brittain et al., 2017) examined mediation or moderation effects within their dataset. When stratifying 

for tertiles of stigma (high, medium, and low), the relationship between social support and depressive 

symptoms ceased at higher levels of stigma, whilst the relationship between HIV-stigma and depression 

remained significant at all levels of social support. Hence, the authors suggest that stigma moderates 

the relationship between social support and depression, but social support does not buffer the effects of 

stigma.  

 

3.6.3 Adolescents 

 

Univariate Analyses  

One study conducted univariate analyses (Valerie et al., 2018) and demonstrated significant 

associations between internalised stigma (OR: 1.27, 1.19-1.34), and associative stigma (OR: 1.55, 1.43-

1.68) and levels of depression. Hence, before controlling for covariates, results demonstrate a 

significant positive relationship between both forms of HIV-stigma and depression. 

 

Multivariate Analyses  

All three studies completed multivariate analyses through different statistical means: Pantelic and 

colleagues (2017) produced a structural equation model consisting of confirmatory factor analysis and 

pathway models; Valerie, Earnshaw, Kidman and Violari (2018) conducted bivariate Poisson regression 

analyses; and Casale and colleagues (2019) ran partial correlations. Each study controlled for basic 

sociodemographic covariates, such as age and gender, as well as more complex covariates. were also 

controlled for such as rural/urban household location (Pantelic et al., 2017; Casale et al., 2019), food 

insecurity, orphanhood (Valerie, Earnshaw, Kidman & Violari, 2018), socioeconomic status, mode of 

HIV infection and whether the primary caregiver is a biological parent (Casale et al., 2019). After 

controlling for these sociodemographic variables, the relationship between HIV-stigma and depression 

was found to be statistically significant in each study.  

 

Specifically, having controlled for sociodemographic characteristics, food insecurity, and orphanhood, 

Valerie and colleagues (2018) reported a positive association between both internalised stigma (OR: 
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1.23, 1.13-1.34) and associative stigma (OR: 1.59, 1.37-1.84) with depression. Moreover, there was a 

moderate positive correlation between the two stigma dimensions (r=0.40). Hence, individuals 

experiencing associative stigma are at greater risk of experiencing internalised stigma (and vice versa), 

and those experiencing either dimension are at greater risk of depression. Casale and colleagues (2019) 

also included social support, suicidal thoughts, and suicidal ideation in their multivariate analysis. As a 

result, they determined HIV-stigma to also possess a significant positive relationship with suicidal 

thoughts and ideation (r=0.30). Additionally, they reported on a significant negative relationship 

between perceived social support and depression (r=-0.26), as well as suicidal thoughts and ideation 

(r=-0.12). Therefore, these results suggest that those adolescents living with HIV who experience higher 

levels of stigma are more likely to consider taking their own lives. Furthermore, those who consider 

themselves to receive support from those around them are less inclined to do so and are less likely to 

be depressed.  

 

Mediation/Moderation  

With these findings in mind, Casale and colleagues (2019) conducted a moderated mediation analysis 

to further explore these relationships. Participation in a HIV support group was found to moderate the 

positive relationship between HIV-stigma and suicidal thoughts and ideation, whilst depression acted 

as a mediator. Both support group participation and perceived social support were determined to 

moderate the relationship between stigma and depression. Hence, only in the presence of both support 

group participation and perceived social support is the mediated relationship between stigma and 

suicidal thoughts and suicidal ideation non-significant. These support resources appear to be 

functioning differently as only support group participation is moderating the relationship between 

stigma and suicidal thoughts and ideation, whilst perceived social support is the only resource to 

moderate the direct effect of depression upon suicidal thoughts and ideation.  

 

  4. Discussion 

This is the first review to systematically assess the relationship between HIV-stigma and depression 

amongst PLWHA in South Africa. It is also the first review to compare the relationship between these 

measures across different HIV-positive sub-populations. It included fourteen papers which each 

represented unique samples from six regions across South Africa. The first aim of this review was to 

determine the prevalence of HIV-stigma and depression the different sub-populations of PLWHA in 

South Africa faced and, overall, studies suggested that all sub-populations faced high prevalences of 

both of these outcomes. The second aim was to assess the association between HIV-stigma and 

depression amongst these sub-populations and results demonstrated that as levels of HIV-stigma 

increase, as do levels of depressive symptoms. Adolescents and females experiencing high levels of 
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stigma appear to be particularly vulnerable to depressive symptoms compared to older adults and males. 

Also, different associations with depression emerge depending upon the type of stigma measured, with 

internalised stigma demonstrating a stronger association compared to enacted stigma. Finally, this study 

aimed to identify potential mediators or moderators of the relationship between HIV-stigma and 

depression, and studies demonstrated inconsistent findings with regard to the role of social support.   

 

4.1 Summary of Findings 

Of the fourteen studies included, only eight reported a depression prevalence and three reported HIV-

stigma prevalence, and therefore this was under reported. This review found high prevalence rates of 

HIV-stigma across these studies, ranging from 22% to 43.5%. South African adolescents appear to 

experience high levels of stigma and females seem particularly vulnerable. More specifically, the only 

significant gender differences in prevalence were reported for anticipated stigma as females were more 

likely to experience this form of stigma than males. This finding is consistent with existing research, as 

a recent systematic review of anticipated HIV-stigma across 31 Sub-Saharan African countries 

conducted by Chan and Tsai (2016) found that, across over one million study participants, 44% of males 

reported high levels of anticipated stigma, compared to 53% of females. With regard to different types 

of stigma, findings suggest that adolescents are more likely to experience anticipated than internalised 

stigma. This is an interesting finding as the literature examining anticipated stigma amongst HIV-

positive populations is sparse, whilst internalised stigma has gained far more attention within research 

(Golub & Gamarel, 2013). Results also suggest that individuals initiated on ART were more likely to 

experience some form of HIV-stigma than those not initiated. Finally, adults living with 

multimorbidites of stigmatised illnesses (e.g. HIV and chronic pain) are at very high risk of 

experiencing intersectional stigma related to their conditions. Despite these findings, inconsistencies of 

stigma-prevalence reportage, sampling, and cut-off scores reduces their generalizability and 

comparability across studies.  

 

Findings also suggested that HIV-positive pregnant women and mothers in the postnatal period are at 

high risk of depressive symptoms. Differences in depression scores may be attributable to differences 

between samples, such as engagement in antenatal care or experiences of financial hardship. Depressive 

symptoms also appear to have a high prevalence with adolescents. However, there is variation of results 

across studies and this may be due to differences in measurement tools and/or cut-off scores across 

studies. Finally, studies including general adult samples detect high rates of depression, particularly for 

those not initiated on ART (Simbayi et al., 2007) and those with comorbid chronic pain (Wadley, Pincus 

& Evangeli, 2019). In summary, prevalence rates for depression and experiences of stigma are not 

commonly assessed or reported across the included studies, with no stigma prevalence data reported for 

mothers or pregnant women. Considering that differences have been documented in terms of stigma 
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and depression prevalence between different HIV-positive groups, it is key to determine which groups 

are particularly vulnerable to stigmatizing experiences and which are at highest risk of depression. 

 

In terms of the relationship between HIV-stigma and depression, it is consistently evidenced that there 

is an association between these two variables amongst different sub-populations of PLWHA in South 

Africa. Across all of the included studies, every form of stigma which was measured was found to be 

associated with the study’s depression measure and the relationship remained in the studies which 

conducted multivariate analyses; controlling for sociodemographic variables (e.g., age and gender) and 

complex covariates (e.g., urban vs. rural residence, CD4 cell count and length of time since diagnosis). 

Regarding the prospective analyses, Wouters, Masquillier and Booysen (2016) found that, although 

there was evidence of a cross-sectional association at both time points, neither internal nor external 

stigma predicted depression over time. Contrarily, Peltzer and Ramlagan (2011) found that severe 

depression predicted internalised stigma over time, which suggests that the relationship between 

internalised HIV-stigma and depression may be bidirectional. This finding is in line with the Integrative 

Cognitive model of Internalised Stigma (Wood, Byrne & Morrison, 2017) which suggests that 

awareness of stigma towards one’s ‘in-group’ stimulates self-abasing beliefs which are bi-directionally 

associated with emotional and cognitive responses (such as depression) which thereby maintain the 

self-stigma, and are impacted by protective factors (such as social support).  

 

In terms of pregnant women living with HIV and facing high levels of HIV-stigma, adolescent women 

(between the ages of 18 and 24) were at greater risk of developing depression than older women (>24 

years). This suggests that HIV-positive adolescents experiencing stigma are more vulnerable to 

depression than adults. This finding may be attributed to features associated with adolescence (such as 

emotional instability or a lack of coping mechanisms), which may be exacerbated by the stress, stigma 

and physical symptoms which are synonymous with HIV (Wong et al., 2017). In other words, 

adolescents may be less equipped to overcome HIV-stigma than adults. Moreover, among pregnant 

women experiencing HIV-stigma, internalised stigma was a stronger predictor of depression than 

enacted stigma. This may be due to the “Why try” effect (Corrigan et al., 2015), whereby PLWHA 

endorse negative attitudes directed towards them, resulting in lower self-esteem, personal motivation, 

and social contact. Therefore, internalised stigma is associated with additional psychological outcomes 

in comparison to other forms of stigma, such as enacted stigma.  

 

The role of social support in the relationship between stigma and depression was found to vary across 

different sub-populations of PLWHA. Contrary to recent evidence from China (Rao et al., 2013), only 

one of the included studies found social support to mediate the relationship between HIV-stigma and 

depression. Moreover, depression did not mediate the relationship between HIV-stigma and intensity 

of pain associated with HIV. Participation in a HIV-support group and high levels of perceived social 
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support were found to moderate the relationship between HIV-stigma and depression amongst 

adolescents living with HIV. Finally, stigma moderated the relationship between perceived emotional 

and instrumental social support and depression amongst pregnant women initiating ART. Existing 

research conducted upon non-pregnant African-American women has demonstrated that perceived and 

internalised HIV-stigma mediate the association between support resources and depression 

(Vyavaharkar et al., 2010). Hence, the role of social support in the relationship between stigma and 

depression is complex and may vary across different sub-groups of PLWHA. These inconsistent 

findings could be attributable to the presence of factors which are known to hinder the protective impact 

of social support in the relationship between HIV-stigma and depression. Countless factors such as, 

being female (Strebel et al., 2006); being homosexual (Swendeman et al., 2006); and fear of disclosure 

(Greeff et al., 2008), can impact the buffering effect of social support upon mental health across 

PLWHA from difference sociodemographic experiences.   

 

4.2. Implications and Future Research Directions 

A number of studies found different associations between distinct forms of stigma and depression, as 

well as different relationships between these types of stigma (e.g. internalised and enacted stigma). 

Hence, as has already been suggested in the literature (Yanos et al., 2015), researchers and policymakers 

should produce anti-stigma campaigns and interventions which target specific types of stigma, as 

opposed to combatting stigma generally. Furthermore, particular sub-groups of PLWHA who had 

experienced stigma were found to be more vulnerable to depression than others.  For example, females 

and adolescents were more likely to be depressed than males or adults. Therefore, policymakers should 

aim to understand and eradicate any socioeconomic factors which may lead to this disparity, whilst 

intervention-oriented research should prioritise these ‘at-risk’ sub-populations.  

 

This review found very few relevant prospective cohort studies and this limits our ability to make causal 

inferences from the data. Furthermore, despite qualitative studies not being eligible for inclusion in this 

study, no studies which looked at the relationship between HIV-stigma and depression were excluded 

for this reason. Hence, there appears to be a dearth of qualitative research investigating this topic. As 

researchers have long advocated for longitudinal studies (e.g., Pantelic et al., 2015) and studies 

including qualitative components (e.g., Oskouie et al., 2017) in order to expand the depth of knowledge 

regarding the effects of HIV-stigma, future studies ought to incorporate these methods.  

 

Whilst all studies clearly demonstrated a relationship between HIV-stigma and depression amongst 

South African PLWHA, they found differences in the role of social support within this relationship. 

Moreover, despite evidence demonstrating that social support may play a role in this relationship, only 

four studies tested for mediation or moderation. As noted by Casale and colleagues (2019), it is unclear 
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how the direct relationship between stigma and depression is functioning and it is suggested that this 

indicates the possible existence of additional mediating variables, such as self-esteem (Casale et al., 

2013). Furthermore, as social support was only found to play a role in the relationship between HIV-

stigma and depression amongst HIV-positive adolescents, it is important that additional efforts are made 

to investigate why this disparity may arise across sub-populations of PLWHA. Moreover, as prospective 

analyses reveal a potential bidirectional relationship between internalised stigma and depression 

(Peltzer & Ramlagan, 2011), future prospective research should aim to more clearly establish this 

complex association.  

 

Finally, within the included studies (as well as within other research) differences were found in terms 

of the prevalence of stigma and depression, as well as the relationships between these measures, 

depending upon gender (e.g., Asiedu & Myers-Bowman, 2014) and age group (e.g., Bekker & Hosek, 

2015). Hence, future studies should combat the existing dearth of research which includes and compares 

both genders, as well as adolescents (e.g., Brandt, 2009; Rueda et al., 2011). In addition, only two 

studies sampled HIV-positive pregnant women who, as a sub-population, are exposed to a myriad of 

additional stressors and, hence, are a key demographic for HIV-stigma intervention and mental health 

research to target in future (Nyamukoho et al., 2019).  

 

4.3 Strengths and Limitations 

This study possesses several potential limitations. Firstly, despite two of the fourteen studies being 

prospective cohort studies, the overwhelming majority of studies included conducted cross-sectional 

analyses in order to assess the relationship between HIV-stigma and depression. As cross-sectional 

studies measure outcomes at a singular time point, they limit our ability to make causal inferences about 

HIV-stigma’s role in the development of depression amongst PLWHA. Furthermore, as part of the 

selection criteria, studies were excluded if were not written in English. As English is one of many 

languages spoken in South Africa (and is the primary language of a mere 10% of the population (South 

Africa Gateway, 2018)) there is a risk that key articles may have been overlooked. However, prior to 

language-exclusions, none of the studies which were screened were written in a non-English language. 

Hence, it is unlikely that language restrictions increased the publication bias of this review. On another 

note, all included studies identified a significant relationship between HIV-stigma and depression in 

their samples yet few tested the influence of established correlates of these two outcomes. For example, 

a mere four studies conducted mediation or moderation analyses on their dataset. Hence, the ability for 

the studies to make causal inferences is further reduced.  

 

However, this review also demonstrates several notable strengths. Firstly, the study identification 

process included searches of grey literature databases as well as the reference lists of relevant articles. 

Failing to do so would have increased the likelihood of overlooking potentially relevant studies. Whilst 
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the establishment of a global mental health research base has long been advocated by researchers, there 

exists a disjuncture between the number of peer-reviewed publications produced in HICs and LMICs 

(Paez, 2017). Hence, grey literature searches are a vital means of limiting publication bias, particularly 

when the study concerns a LMIC, such as South Africa (Gray, 2013). This is further combatted by the 

inclusion of a reference-list search which increased the likelihood of detecting articles which may not 

have been captured by the database search strategy. Furthermore, an additional researcher (AF) was 

recruited to independently review the search strategy, data extraction template and quality assessment 

tool. This increases the reliability of the findings by limiting any bias that the primary researcher may 

have, and reducing the influence this may have upon results. Finally, the studies which were included 

in this review involved a broad range of different PLWHA populations from South Africa. They 

represented 9,843 individuals, spanned six regions of South Africa, and sampled from a variety of 

vulnerable HIV-positive subpopulations; such as pregnant women, adolescents, and individuals 

initiated on ART. Hence, the results of this review are generalizable to a broad range of PLWHA.   

 

4.4 Conclusion 

In conclusion, whilst the relationship between HIV-stigma and depression across different sub-

populations of PLWHA in South Africa appears to be consistent in cross-sectional analyses, the small 

number of prospective findings were mixed. Therefore, more longitudinal and mixed-methods research 

is needed to deepen our understanding of the causal mechanisms underlying the associations between 

HIV-stigma and depression, including the direction of the relationship. This in order to develop better-

informed interventions and public health campaigns which may be used to combat the negative 

psychological effects of HIV-stigma. Indeed, the role of additional psychosocial variables is still 

unclear, as findings suggest that the influence of social support appears to differ depending upon the 

form of stigma being measured and the sub-population sampled. Therefore, future studies should test 

for mediation and moderation across different psychosocial variables in order to assess how best to 

protect against the adverse effects of HIV-stigma, and this must be done with specific sub-populations 

of PLWHA. Furthermore, future research studies must not overlook vulnerable groups such as females 

and adolescents.  

 

 

 

 

 

 

 

 

 



 

  
 39 

References 

References of Primary Studies Included in the Review: 

 

Breet, E., Kagee, A., & Seedat, S. (2014). HIV-related stigma and symptoms of post-traumatic stress 

disorder and depression in HIV-infected individuals: Does social support play a mediating or 

moderating role? AIDS Care, 26(8), 947-951. doi:10.1080/09540121.2014.901486 

 

Brittain, K., Mellins, C. A., Phillips, T., Zerbe, A., Abrams, E. J., Myer, L., & Remien, R. H. (2017). 

Social Support, Stigma and Antenatal Depression Among HIV-Infected Pregnant Women in 

South Africa. AIDS and behavior, 21(1), 274–282. doi:10.1007/s10461-016-1389-7 

 

Casale, M., Boyes, M., Pantelic, M., Toska, E., & Cluver, L. (2019). Suicidal thoughts and behaviour 

among South African adolescents living with HIV: Can social support buffer the impact of 

stigma? Journal of Affective Disorders,245, 82-90. doi:10.1016/j.jad.2018.10.102 

 

Earnshaw, V. A., Kidman, R. C., & Violari, A. (2018). Stigma, Depression, and Substance Use Problems 

Among Perinatally HIV-Infected Youth in South Africa. AIDS and Behavior, 22(12), 3892-3896. 

doi:10.1007/s10461-018-2201-7 

 

Gamarel, K. E., Kuo, C., Boyes, M. E., & Cluver, L. D. (2017). The dyadic effects of HIV stigma on the 

mental health of children and their parents in South Africa. Journal of HIV/AIDS & social 

services, 16(4), 351–366. doi:10.1080/15381501.2017.1320619 

 

Pantelic, M., Boyes, M., Cluver, L., & Meinck, F. (2017). HIV, violence, blame and shame: pathways of 

risk to internalized HIV stigma among South African adolescents living with HIV. Journal of the 

International AIDS Society, 20(1), 21771. doi:10.7448/IAS.20.1.21771 

 

Pappin, M., Wouters, E., & Booysen, F. L. (2012). Anxiety and depression amongst patients enrolled in a 

public sector antiretroviral treatment programme in South Africa: a cross-sectional study. BMC 

public health, 12, 244. doi:10.1186/1471-2458-12-244 

 

Peltzer, K., & Ramlagan, S. (2011). Perceived stigma among patients receiving antiretroviral therapy: A 

prospective study in KwaZulu-Natal, South Africa. AIDS Care, 23(1), 60-68. 

doi:10.1080/09540121.2010.498864 

 



 

  
 40 

Peltzer, K., & Shikwane, M. E. (2011). Prevalence of postnatal depression and associated factors among 

HIV-positive women in primary care in Nkangala district, South Africa. Southern African 

Journal of HIV Medicine, 12(4), 24. doi:10.4102/sajhivmed.v12i4.168 

 

Simbayi, L. C., Kalichman, S., Strebel, A., Cloete, A., Henda, N., & Mqeketo, A. (2007). Internalized 

stigma, discrimination, and depression among men and women living with HIV/AIDS in Cape 

Town, South Africa. Social science & medicine (1982), 64(9), 1823–1831. 

doi:10.1016/j.socscimed.2007.01.006 

 

Wadley, A. L., Pincus, T., & Evangeli, M. (2019). A preliminary analysis of the association between 

perceived stigma and HIV-related pain in South Africans living with HIV. African Journal of 

Primary Health Care & Family Medicine, 11(1). doi:10.4102/phcfm.v11i1.1647 

Wingood, G. M., Reddy, P., Peterson, S. H., DiClemente, R. J., Nogoduka, C., Braxton, N., & MBewu, 

A. D. (2008). HIV stigma and mental health status among women living with HIV in the Western 

Cape, South Africa. South African Journal of Science, 104(5-6), 237-240. Retrieved July 21, 

2019, from http://www.scielo.org.za/scielo.php?script=sci_arttext&pid=S0038-

23532008000300017&lng=en&tlng=en. 

Wong, M., Myer, L., Zerbe, A., Phillips, T., Petro, G., Mellins, C. A., Abrams, E. J., et al. (2017). 

Depression, alcohol use, and stigma in younger versus older HIV-infected pregnant women 

initiating antiretroviral therapy in Cape Town, South Africa. Archives of women's mental 

health, 20(1), 149–159. doi:10.1007/s00737-016-0688-3 

 

Wouters, E., Masquillier, C., & Booysen, F. L. (2016). The Importance of the Family: A Longitudinal 

Study of the Predictors of Depression in HIV Patients in South Africa. AIDS and Behavior, 20(8), 

1591-1602. doi:10.1007/s10461-016-1294-0 

 

 

 

 

 

 

 

 

 

 

 



 

  
 41 

Additional References: 

 

Adewuya, A. O., Afolabi, M. O., Ola, B. A., Ogundele, O. A., Ajibare, A. O., & Oladipo, B. F. (2007). 

Psychiatric disorders among the HIV-positive population in Nigeria: A control study. Journal of 

Psychosomatic Research, 63(2), 203-206. 

 

Alarcón R. D. (2009). Culture, cultural factors and psychiatric diagnosis: review and projections. World 

psychiatry : official journal of the World Psychiatric Association (WPA), 8(3), 131–139. 

 

Ashaba, S., Cooper-Vince, C., Maling, S., Rukundo, G. Z., Akena, D., & Tsai, A. C. (2018). Internalized 

HIV stigma, bullying, major depressive disorder, and high-risk suicidality among HIV-positive 

adolescents in rural Uganda. Global Mental Health, 5. doi:10.1017/gmh.2018.15 

 

Asiedu, G. B., & Myers-Bowman, K. S. (2014). Gender Differences in the Experiences of HIV/AIDS-

Related Stigma: A Qualitative Study in Ghana. Health Care for Women International, 35(7-9), 

703-727. doi:10.1080/07399332.2014.895367 

 

Ayuso-Mateos, J. L., Nuevo, R., Verdes, E., Naidoo, N., & Chatterji, S. (2010). From depressive symptoms 

to depressive disorders: The relevance of thresholds. British Journal of Psychiatry,196(5), 365-

371. doi:10.1192/bjp.bp.109.071191 

 

Baxter, A. J., Vos, T., Scott, K. M., Norman, R. E., Flaxman, A. D., Blore, J., et al. (2014). The regional 

distribution of anxiety disorders: implications for the Global Burden of Disease Study, 2010. 

International Journal of Methods in Psychiatric Research, 23(4), 422-438. 

 

Bekker, L. G., & Hosek, S. (2015). HIV and adolescents: focus on young key populations. Journal of the 

International AIDS Society, 18(2Suppl 1), 20076. doi:10.7448/IAS.18.2.20076 

 

Berger, B. E., Ferrans, C. E., & Lashley, F. R. (2001). Measuring stigma in people with HIV: Psychometric 

assessment of the HIV stigma scale. Research in Nursing & Health, 24(6), 518-529. 

doi:10.1002/nur.10011 

 

Bernard, C., Dabis, F., & Rekeneire, N. D. (2017). Prevalence and factors associated with depression in 

people living with HIV in sub-Saharan Africa: A systematic review and meta-analysis. Plos 

One,12(8). doi:10.1371/journal.pone.0181960 

 



 

  
 42 

Brandt, R. (2009). The mental health of people living with HIV/AIDS in Africa: a systematic 

review, African Journal of AIDS Research, 8:2, 123-133, DOI: 10.2989/AJAR.2009.8.2.1.853 

 

Breuer, E., Myer, L., Struthers, H., & Joska, J. A. (2011). HIV/AIDS and mental health research in sub-

Saharan Africa: a systematic review. Ajar-African Journal of Aids Research, 10(2), 101-122. 

 

Capron, D. W., Gonzalez, A., Parent, J., Zvolensky, M. J., & Schmidt, N. B. (2012). Suicidality and 

Anxiety Sensitivity in Adults with HIV. AIDS Patient Care and STDs, 26(5), 298-303. 

doi:10.1089/apc.2011.0429 

 

Casale, M., Cluver, L., Crankshaw, T., Kuo, C., Lachman, J. M., & Wild, L. G. (2015). Direct and 

Indirect Effects of Caregiver Social Support on Adolescent Psychological Outcomes in Two 

South African AIDS-Affected Communities. American Journal of Community Psychology, 55(3-

4), 336-346. doi:10.1007/s10464-015-9705-3 

 

CDC. (1997). MMWR Update: Trends in AIDS Incidence, Deaths, and Prevalence - United States, 1996. 

Retrieved from https://www.cdc.gov/mmwr/preview/mmwrhtml/00046531.htm 

 

Centre for Strategic and International Studies (CSIS). The World’s Largest HIV Epidemic in Crisis: HIV 

in South Africa. Accessed 13 June 2019 from https://www.csis.org/analysis/worlds-largest-hiv-

epidemic-crisis-hiv-south-africa 

 

Chibanda, D., Benjamin, L., Weiss, H. A., & Abas, M. (2014). Mental, Neurological, and Substance Use 

Disorders in People Living With HIV/AIDS in Low- and Middle-Income Countries. Jaids-

Journal of Acquired Immune Deficiency Syndromes, 67, S54-S67. 

 

Collins, P. Y., Holman, A. R., Freeman, M. C., & Patel, V. (2006). What is the relevance of mental health 

to HIV/AIDS care and treatment programs in developing countries? A systematic review. AIDS 

(London, England), 20(12), 1571–1582. doi:10.1097/01.aids.0000238402.70379.d4 

 

Cook, J. A., Grey, D. D., Burke-Miller, J. K., Cohen, M. H., Vlahov, D., Kapadia, F., Levine, A. M., et al. 

(2007). Illicit drug use, depression and their association with highly active antiretroviral therapy 

in HIV-positive women. Drug and Alcohol Dependence, 89(1), 74-81. 

doi:10.1016/j.drugalcdep.2006.12.002 

 

https://doi.org/10.2989/AJAR.2009.8.2.1.853
https://www.cdc.gov/mmwr/preview/mmwrhtml/00046531.htm
https://www.csis.org/analysis/worlds-largest-hiv-epidemic-crisis-hiv-south-africa
https://www.csis.org/analysis/worlds-largest-hiv-epidemic-crisis-hiv-south-africa


 

  
 43 

Corrigan, P. W., & Watson, A. C. (2002). Understanding the impact of stigma on people with mental 

illness. World psychiatry: official journal of the World Psychiatric Association (WPA), 1(1), 16-

20. 

 

Corrigan, P. W., Markowitz, F. E., & Watson, A. C. (2004). Structural Levels of Mental Illness Stigma 

and Discrimination. Schizophrenia Bulletin, 30(3), 481-491. 

doi:10.1093/oxfordjournals.schbul.a007096 

 

Corrigan, P. W., Bink, A. B., Schmidt, A., Jones, N., & Rüsch, N. (2015). What is the impact of self-

stigma? Loss of self-respect and the “why try” effect. Journal of Mental Health, 25(1), 10-15. 

doi:10.3109/09638237.2015.1021902 

 

Cuca, Y. P., Onono, M., Bukusi, E., & Turan, J. M. (2012). Factors associated with pregnant women's 

anticipations and experiences of HIV-related stigma in rural Kenya. AIDS care, 24(9), 1173–

1180. doi:10.1080/09540121.2012.699669 

 

Deeks, J. J., Higgins, J., & Altman, D. G. (2008). Analysing data and undertaking meta-analyses. In J. P. 

T. Higgins & S. Green (Eds.), Cochrane handbook for systematic reviews of interventions: 

Cochrane book series, 243-296.  

 

Dixon, S., McDonald, S., & Roberts, J. (2002). The impact of HIV and AIDS on Africa's economic 

development. BMJ (Clinical research ed.), 324(7331), 232–234. doi:10.1136/bmj.324.7331.232 

 

Dubé, B., Benton, T., Cruess, D. G., & Evans, D. L. (2005). Neuropsychiatric manifestations of HIV 

infection and AIDS. Journal of psychiatry & neuroscience : JPN, 30(4), 237–246. 

 

Earnshaw, V. A., & Chaudoir, S. R. (2009). From Conceptualizing to Measuring HIV Stigma: A Review 

of HIV Stigma Mechanism Measures. AIDS and Behavior, 13(6), 1160-1177. 

doi:10.1007/s10461-009-9593-3 

 

Elford, J., Ibrahim, F., Bukutu, C., & Anderson, J. (2007). HIV-Related Discrimination Reported by 

People Living with HIV in London, UK. AIDS and Behavior, 12(2), 255-264. 

doi:10.1007/s10461-007-9344-2 

 

Fife, B. L., & Wright, E. R. (2000). The Dimensionality of Stigma: A Comparison of Its Impact on the 

Self of Persons with HIV/AIDS and Cancer. Journal of Health and Social Behavior, 41(1), 50. 

doi:10.2307/2676360 



 

  
 44 

 

Fisher, J. C., Bang, H., & Kapiga, S. H. (2007). The Association Between HIV Infection and Alcohol 

Use: A Systematic Review and Meta-Analysis of African Studies. Sexually Transmitted 

Diseases,34(11), 856-863. doi:10.1097/olq.0b013e318067b4fd 

 

Florom-Smith, A. L., & De Santis, J. P. (2012). Exploring the concept of HIV-related stigma. Nursing 

forum, 47(3), 153–165. doi:10.1111/j.1744-6198.2011.00235.x 

 

Furlan, A. D., Pennick, V., Bombardier, C., & van Tulder, M. (2009). 2009 updated method guidelines for 

systematic reviews in the Cochrane Back Review Group. SPINE, 34(18), 1929–41. 

doi:10.1097/BRS.0b013e3181b1c99f  

 

Global Network of People Living with HIV (GNP+). The People Living with HIV Stigma Index. 

Accessed 13 June 2019, from http://www.stigmaindex.org/ 

 

Golub, S. A., & Gamarel, K. E. (2013). The Impact of Anticipated HIV Stigma on Delays in HIV Testing 

Behaviors: Findings from a Community-Based Sample of Men Who Have Sex with Men and 

Transgender Women in New York City. AIDS Patient Care and STDs, 27(11), 621-627. 

doi:10.1089/apc.2013.0245 

 

Gonzalez, J. S., Batchelder, A. W., Psaros, C., & Safren, S. A. (2011). Depression and HIV/AIDS 

treatment nonadherence: a review and meta-analysis. Journal of acquired immune deficiency 

syndromes (1999), 58(2), 181–187. doi:10.1097/QAI.0b013e31822d490a 

 

Goodin, B. R., Owens, M. A., White, D. M., Strath, L. J., Gonzalez, C., Rainey, R. L., Merlin, J. S., et al. 

(2018). Intersectional health-related stigma in persons living with HIV and chronic pain: 

implications for depressive symptoms. AIDS care, 30(sup2), 66–73. 

doi:10.1080/09540121.2018.1468012 

 

Gray E. (2013). Research for development and the role of 'grey literature' in southern African research 

production. Ecancermedicalscience, 7, ed22. doi:10.3332/ecancer.2013.ed22 

 

Greeff, M., Phetlhu, R., Makoae, L. N., Dlamini, P. S., Holzemer, W. L., Naidoo, J. R., . . . Chirwa, M. L. 

(2008). Disclosure of HIV Status: Experiences and Perceptions of Persons Living With HIV/AIDS 

and Nurses Involved in Their Care in Africa. Qualitative Health Research, 18(3), 311-324. 

doi:10.1177/1049732307311118 

 

http://www.stigmaindex.org/


 

  
 45 

Heckman, T. G. (2003). The chronic illness quality of life (CIQOL) model: Explaining life satisfaction in 

people living with HIV disease. Health Psychology, 22(2), 140-147. 

 

Herek, G. M., Saha, S., & Burack, J. (2013). Stigma and Psychological Distress in People With 

HIV/AIDS. Basic and Applied Social Psychology, 35(1), 41-54. 

doi:10.1080/01973533.2012.746606 

 

Heyningen, T. V., Myer, L., Onah, M., Tomlinson, M., Field, S., & Honikman, S. (2016). Antenatal 

depression and adversity in urban South Africa. Journal of affective disorders, 203, 121–129. 

doi:10.1016/j.jad.2016.05.052 

 

Holzemer, W. L., Uys, L. R., Chirwa, M. L., Greeff, M., Makoae, L. N., Kohi, T. W., Durrheim, K., et al. 

(2007). Validation of the HIV/AIDS Stigma Instrument—PLWA (HASI-P). AIDS Care, 19(8), 

1002-1012. doi:10.1080/09540120701245999 

http://dx.doi.org/10.1037/0278-6133.22.2.140 

 

Institute for Health Metrics and Evaluation (IHME). GBD Profile: South Africa. Accessed 13 June 2019 

from 

http://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_repo

rt_south_africa.pdf 

 

Institute for Health Metrics and Evaluation (IHME). Global burden of disease health financing 

collaborator network. Spending on health and HIV/AIDS: domestic health spending and 

development assistance in 188 countries, 1995-2015. The Lancet, 17 april 2018 – wrong 

referencing style 

 

Ironson, G., O'Cleirigh, C., Fletcher, M. A., Laurenceau, J. P., Balbin, E., Klimas, N., Solomon, G., et al. 

(2005). Psychosocial factors predict CD4 and viral load change in men and women with human 

immunodeficiency virus in the era of highly active antiretroviral treatment. Psychosomatic 

medicine, 67(6), 1013–1021. doi:10.1097/01.psy.0000188569.58998.c8 

 

Kalichman, S. C., Simbayi, L. C., Cloete, A., Mthembu, P. P., Mkhonta, R. N., & Ginindza, T. (2009). 

Measuring AIDS stigmas in people living with HIV/AIDS: The Internalized AIDS-Related Stigma 

Scale. AIDS Care, 21(1), 87-93. doi:10.1080/09540120802032627 

 

https://psycnet.apa.org/doi/10.1037/0278-6133.22.2.140
http://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_report_south_africa.pdf
http://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_report_south_africa.pdf


 

  
 46 

Kalomo, E. N. (2017). Associations between HIV-related stigma, self-esteem, social support, and 

depressive symptoms in Namibia. Aging & Mental Health, 22(12), 1570-1576. 

doi:10.1080/13607863.2017.1387763 

 

Kramer, E. J., Kwong, K., Lee, E., & Chung, H. (2002). Cultural factors influencing the mental health of 

Asian Americans. The Western journal of medicine, 176(4), 227-31. 

 

Lowther, K., Selman, L., Harding, R., & Higginson, I. J. (2014). Experience of persistent psychological 

symptoms and perceived stigma among people with HIV on antiretroviral therapy (ART): A 

systematic review. International Journal of Nursing Studies, 51(8), 1171-1189. 

 

Lwidiko, A., Kibusi, S. M., Nyundo, A., & Mpondo, B. C. (2018). Association between HIV status and 

depressive symptoms among children and adolescents in the Southern Highlands Zone, Tanzania: 

A case-control study. Plos One, 13(2). doi:10.1371/journal.pone.0193145 

 

Maartens, G., Celum, C., & Lewin, S. R. (2014). HIV infection: Epidemiology, pathogenesis, treatment, 

and prevention. The Lancet, 384(9939), 258-271. doi:10.1016/s0140-6736(14)60164-1 

 

Mascayano, F., Armijo, J. E., & Yang, L. H. (2015). Addressing stigma relating to mental illness in low- 

and middle-income countries. Frontiers in psychiatry, 6, 38. doi:10.3389/fpsyt.2015.00038 

 

Mathers, C. D., & Loncar, D. (2006). Projections of Global Mortality and Burden of Disease from 2002 

to 2030. PLoS Medicine, 3(11). doi:10.1371/journal.pmed.0030442 

 

Mbonu, N. C., Borne, B. V., & Vries, N. K. (2009). Stigma of People with HIV/AIDS in Sub-Saharan 

Africa: A Literature Review. Journal of Tropical Medicine, 2009, 1-14. 

doi:10.1155/2009/145891 

 

McCoy, K., Higgins, M., Zuñiga, J. A., & Holstad, M. M. (2015). Age, Stigma, Adherence and Clinical 

Indicators in HIV-Infected Women. HIV/AIDS research and treatment: open journal, 2015(SE3), 

S1–S8. doi:10.17140/HARTOJ-SE-3-101 

 

Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G. (2009). Preferred reporting items for systematic 

reviews and meta-analyses: the PRISMA statement. BMJ, 339, b2535. 

 

Murphy, P. J., Garrido-Hernansaiz, H., Mulcahy, F., & Hevey, D. (2018). HIV-related stigma and 

optimism as predictors of anxiety and depression among HIV-positive men who have sex with 



 

  
 47 

men in the United Kingdom and Ireland. AIDS Care, 30(9), 1173-1179. 

doi:10.1080/09540121.2018.1445827 

 

Murray, J., Farrington, D. P., & Eisner, M. P. (2009). Drawing conclusions about causes from systematic 

reviews of risk factors: The Cambridge Quality Checklists. Journal of Experimental Criminology, 

5(1), 1–23. doi:10.1007/s11292-008-9066-0 

 

Musisi, S., Wagner, G. J., Ghosh-Dastidar, B., Nakasujja, N., Dickens, A., & Okello, E. (2013). 

Depression and sexual risk behaviour among clients about to start HIV antiretroviral therapy in 

Uganda. International Journal of STD & AIDS, 25(2), 130-137. doi:10.1177/0956462413495186 

 

Nyamukoho, E., Mangezi, W., Marimbe, B., Verhey, R., & Chibanda, D. (2019). Depression among HIV 

positive pregnant women in Zimbabwe: a primary health care based cross-sectional study. BMC 

pregnancy and childbirth, 19(1), 53. doi:10.1186/s12884-019-2193-y 

 

Ortblad, K. F., Lozano, R., & Murray, C. J. L. (2013). The burden of HIV: insights from the Global 

Burden of Disease Study 2010. AIDS, 27(13), 2003-2017. 

 

Oskouie, F., Kashefi, F., Rafii, F., & Gouya, M. M. (2017). Qualitative study of HIV related stigma and 

discrimination: What women say in Iran. Electronic physician, 9(7), 4718–4724. 

doi:10.19082/4718 

 

Paez, A. (2017). Grey literature: An important resource in systematic reviews. Journal of Evidence-Based 

Medicine. doi:10.1111/jebm.12265 

 

Pantelic, M., Boyes, M., Cluver, L., & Thabeng, M. (2016). ‘They Say HIV is a Punishment from God or 

from Ancestors’: Cross-Cultural Adaptation and Psychometric Assessment of an HIV Stigma 

Scale for South African Adolescents Living with HIV (ALHIV-SS). Child Indicators 

Research, 11(1), 207-223. doi:10.1007/s12187-016-9428-5 

 

Pantelic, M., Shenderovich, Y., Cluver, L., & Boyes, M. (2015). Predictors of internalised HIV-related 

stigma: A systematic review of studies in sub-Saharan Africa. Health Psychology Review, 9(4), 

469-490. doi:10.1080/17437199.2014.996243 

 

Parker, R., & Aggleton, P. (2003). HIV and AIDS-related stigma and discrimination: A conceptual 

framework and implications for action. Social Science & Medicine, 57(1), 13-24. 

doi:10.1016/s0277-9536(02)00304-0 



 

  
 48 

 

Pescosolido B. A. (2013). The public stigma of mental illness: what do we think; what do we know; what 

can we prove?. Journal of health and social behavior, 54(1), 1-21 

 

Pescosolido, B. A., Olafsdottir, S., Martin, J. K., & Long, J. S. (2008). Cross-Cultural Aspects of the 

Stigma of Mental Illness. Understanding the Stigma of Mental Illness, 19-35. 

doi:10.1002/9780470997642.ch2 

 

Pettifor, A., Stoner, M., Pike, C., & Bekker, L. G. (2018). Adolescent lives matter: preventing HIV in 

adolescents. Current opinion in HIV and AIDS, 13(3), 265–273. 

doi:10.1097/COH.0000000000000453 

 

Prince, M., Patel, V., Saxena, S., Maj, M., Maselko, J., Phillips, M.R. & Rahman, A. (2007) No health 

without mental health. The Lancet 370(9590), pp. 859–877. 

 

Pulerwitz, J., Michaelis, A., Verma, R., & Weiss, E. (2010). Addressing gender dynamics and engaging 

men in HIV programs: lessons learned from Horizons research. Public health reports 

(Washington, D.C. : 1974), 125(2), 282–292. doi:10.1177/003335491012500219 

 

Quinn, D. M., & Earnshaw, V. A. (2013). Concealable Stigmatized Identities and Psychological Well-

Being. Social and personality psychology compass, 7(1), 40-51. 

 

Rao, D., Chen, W. T., Pearson, C. R., Simoni, J. M., Fredriksen-Goldsen, K., Nelson, K., Zhang, F., et al. 

(2012). Social support mediates the relationship between HIV stigma and depression/quality of 

life among people living with HIV in Beijing, China. International journal of STD & 

AIDS, 23(7), 481–484. doi:10.1258/ijsa.2009.009428 

 

Rueda, S., Mitra, S., Chen, S., Gogolishvili, D., Globerman, J., Chambers, L., et al. (2016). Examining 

the associations between HIV-related stigma and health outcomes in people living with 

HIV/AIDS: a series of meta-analyses. BMJ Open, 6(7), e011453. 

 

Sayles, J. N., Ryan, G. W., Silver, J. S., Sarkisian, C. A., & Cunningham, W. E. (2007). Experiences of 

Social Stigma and Implications For Healthcare Among a Diverse Population of HIV Positive 

Adults. Journal of Urban Health,84(6), 814-828. doi:10.1007/s11524-007-9220-4 

 



 

  
 49 

Sengupta, S., Banks, B., Jonas, D., Miles, M. S., & Smith, G. C. (2011). HIV interventions to reduce 

HIV/AIDS stigma: a systematic review. AIDS and behavior, 15(6), 1075–1087. 

doi:10.1007/s10461-010-9847-0 

 

Siegel, K., Lekas, H., & Schrimshaw, E. W. (2005). Serostatus Disclosure to Sexual Partners by HIV-

Infected Women Before and After the Advent of HAART. Women & Health, 41(4), 63-85. 

doi:10.1300/j013v41n04_04 

 

South African Gateway. (2018). The 11 Languages of South Africa. Retrieved 19 June 2019 from 

https://southafrica-info.com/arts-culture/11-languages-south-africa/ 

 

Stellenberg, E. L., & Abrahams, J. M. (2015). Prevalence of and factors influencing postnatal depression 

in a rural community in South Africa. African journal of primary health care & family 

medicine, 7(1), 874. doi:10.4102/phcfm.v7i1.874 

 

Strebel, A., Crawford, M., Shefer, T., Cloete, A., Dwadwa-Henda, N., Kaufman, M., Kalichman, S., et al. 

(2006). Social constructions of gender roles, gender-based violence and HIV/AIDS in two 

communities of the Western Cape, South Africa. SAHARA-J: Journal of Social Aspects of 

HIV/AIDS, 3(3), 516-528. doi:10.1080/17290376.2006.9724879 

 

Swendeman, D., Rotheram-Borus, M. J., Comulada, S., Weiss, R., & Ramos, M. E. (2006). Predictors of 

HIV-related stigma among young people living with HIV. Journal of Health Psychology, 25, 501–

509. doi:10.1037/0278-6133.25.4.501 

 

Teh, J. L., King, D., Watson, B., & Liu, S. (2014). Self-Stigma, Perceived Stigma, and Help-Seeking 

Communication in People with Mental Illness. PORTAL Journal of Multidisciplinary 

International Studies, 11(1). doi:10.5130/portal.v11i1.3295 

 

The Lancet. (2018). Children and youth are crucial in the global AIDS response. (2018). Lancet Child & 

Adolescent Health, 2(9), 621-621. 

 

Thomas, B. E., Rehman, F., Suryanarayanan, D., Josephine, K., Dilip, M., Dorairaj, V. S., & 

Swaminathan, S. (2005). How stigmatizing is Stigma in the life of people living with HIV: A 

study on HIV positive individuals from Chennai, South India. AIDS Care, 17(7), 795-801. 

doi:10.1080/09540120500099936 

 

https://southafrica-info.com/arts-culture/11-languages-south-africa/


 

  
 50 

Treisman, G. J., & Kaplin, A. I. (2002). Neurologic and psychiatric complications of antiretroviral 

agents. Aids, 16(9), 1201-1215. doi:10.1097/00002030-200206140-00002 

 

Turan, B., Stringer, K. L., Onono, M., Bukusi, E. A., Weiser, S. D., Cohen, C. R., & Turan, J. M. (2014). 

Linkage to HIV care, postpartum depression, and HIV-related stigma in newly diagnosed pregnant 

women living with HIV in Kenya: A longitudinal observational study. BMC Pregnancy and 

Childbirth, 14(1). doi:10.1186/s12884-014-0400-4 

 

Turan, J. M., Bukusi, E. A., Onono, M., Holzemer, W. L., Miller, S., & Cohen, C. R. (2011). HIV/AIDS 

stigma and refusal of HIV testing among pregnant women in rural Kenya: results from the 

MAMAS Study. AIDS and behavior, 15(6), 1111–1120. doi:10.1007/s10461-010-9798-5 

 

U.S. Department of Health and Human Services (HHS). (2019). What are HIV and AIDS? Accessed 13 

June 2019 from https://www.hiv.gov/hiv-basics/overview/about-hiv-and-aids/what-are-hiv-and-

aids 

 

UNAIDS. South Africa. Accessed 13 June 2019 from 

https://www.unaids.org/en/regionscountries/countries/southafrica 

 

UNAIDS. The Gap Report. Accessed 13 June 2019 from 

http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAID

S_Gap_report_en.pdf 

 

USAID. (2006). Can we measure HIV/AIDS-related stigma and discrimination? Accessed 13 June 2019 

from https://www.icrw.org/wp-content/uploads/2016/10/Can-We-Measure-HIV-Stigma-and-

Discrimination.pdf 

 

Uthman, O. A., Magidson, J. F., Safren, S. A., & Nachega, J. B. (2014). Depression and adherence to 

antiretroviral therapy in low-, middle- and high-income countries: a systematic review and meta-

analysis. Current HIV/AIDS reports, 11(3), 291–307. doi:10.1007/s11904-014-0220-1 

 

Vanable, P. A., Carey, M. P., Blair, D. C., & Littlewood, R. A. (2006). Impact of HIV-related stigma on 

health behaviors and psychological adjustment among HIV-positive men and women. AIDS and 

behavior, 10(5), 473–482. doi:10.1007/s10461-006-9099-1 

 

https://www.hiv.gov/hiv-basics/overview/about-hiv-and-aids/what-are-hiv-and-aids
https://www.hiv.gov/hiv-basics/overview/about-hiv-and-aids/what-are-hiv-and-aids
https://www.unaids.org/en/regionscountries/countries/southafrica
http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf
http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf
https://www.icrw.org/wp-content/uploads/2016/10/Can-We-Measure-HIV-Stigma-and-Discrimination.pdf
https://www.icrw.org/wp-content/uploads/2016/10/Can-We-Measure-HIV-Stigma-and-Discrimination.pdf


 

  
 51 

Velloza, J., Celum, C., Haberer, J. E., Ngure, K., Irungu, E., Mugo, N., et al. (2017). Depression and ART 

Initiation Among HIV Serodiscordant Couples in Kenya and Uganda. AIDS and behavior, 21(8), 

2509–2518. doi:10.1007/s10461-017-1829-z 

 

Vyavaharkar, M., Moneyham, L., Corwin, S., Saunders, R., Annang, L., & Tavakoli, A. (2010). 

Relationships between stigma, social support, and depression in HIV-infected African American 

women living in the rural Southeastern United States. The Journal of the Association of Nurses in 

AIDS Care : JANAC, 21(2), 144–152. doi:10.1016/j.jana.2009.07.008 

 

Vyavaharkar, M., Moneyham, L., Corwin, S., Tavakoli, A., Saunders, R., & Annang, L. (2011). HIV-

Disclosure, Social Support, and Depression Among HIV-Infected African American Women 

Living in the Rural Southeastern United States. AIDS Education and Prevention, 23(1), 78-90. 

doi:10.1521/aeap.2011.23.1.78 

 

Waldrop-Valverde, D., & Valverde, E. (2005). Homelessness and Psychological Distress as Contributors 

to Antiretroviral Nonadherence in HIV-Positive Injecting Drug Users. AIDS Patient Care and 

STDs, 19(5), 326-334. doi:10.1089/apc.2005.19.326 

 

Weed, D. L. (2010). Meta-Analysis and Causal Inference: A Case Study of Benzene and Non-Hodgkin 

Lymphoma. Annals of Epidemiology, 20(5), 347-355. doi:10.1016/j.annepidem.2010.02.001 

 

Wells G. A., Shea B., O’Connell D., Peterson J., Welch V., and Losos M. The Newcastle-Ottawa Scale 

(NOS) for assessing the quality of nonrandomised studies in meta-analyses. [cited 2019 June 11]. 

Available from http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp. 

 

Wight, R. G., Aneshensel, C. S., Murphy, D. A., Miller-Martinez, D., & Beals, K. P. (2006). Perceived 

HIV stigma in AIDS caregiving dyads. Social Science & Medicine, 62(2), 444-456. 

 

World Health Organization. Global Health observatory (GHO) data: HIV/AIDS. Accessed 13 June 2019 

from https://www.who.int/gho/hiv/en/ 

 

Wright, K., Naar-King, S., Lam, P., Templin, T., & Frey, M. (2006). Stigma Scale Revised: Reliability and 

Validity of a Brief Measure of Stigma for HIV Youth. Journal of Adolescent Health, 40(1), 96-98. 

doi:10.1016/j.jadohealth.2006.08.001 

 

http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
https://www.who.int/gho/hiv/en/


 

  
 52 

Yanos, P. T., Lucksted, A., Drapalski, A. L., Roe, D., & Lysaker, P. (2015). Interventions targeting mental 

health self-stigma: A review and comparison. Psychiatric rehabilitation journal, 38(2), 171–178. 

doi:10.1037/prj0000100 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

  
 53 

Appendices 

 

Appendix 1: Database search terms 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Population  HIV+ individuals HIV/ OR Acquired Immunodeficiency 

syndrome/ OR AIDS OR AIDS-virus OR 

acquired immune deficiency syndrome OR 

acquired immune-deficiency syndrome OR 

immunologic deficiency syndrome 

OR human immunodeficiency virus OR HIV 

infections or HIV seropositivity OR human T-

cell leukaemia virus OR HIV-1 OR HIV-2 OR 

HIV/AIDS 

 

Measure HIV-stigma Social stigma OR stigma* OR stigma*(adj5 

(internali$ed OR self OR public OR structural)) 

OR HIV-stigma* OR AIDS-stigma* OR HIV-

related stigma OR AIDS-related stigma* OR 

HIV and AIDS-related stigma* OR stereotyping 

OR prejudice OR social isolation OR social 

alienation OR social marginalization OR 

victimi* OR discrimin* OR prejudice* OR 

stereptyp* OR social exclusion OR shame 

 

Measure Depression Depression OR depress* OR depressive disorder 

OR (depress* adj5 (disorder)) 
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Appendix 2: Example Search Strategy (Ovid Medline)  

 

 
 

 

 

 

 

1. Exp HIV/ 

2. Acquired immunodeficiency syndrome/ 

3. (“AIDS” or “aids virus” or “acquired immune deficiency syndrome” or 

“acquired immune-deficiency syndrome” or “acquired immunodeficiency 

syndrome” or “immunologic deficiency syndrome”).tw. 

4. (“human immunodeficiency virus” or “HIV-infections” or “HIV-seropositivity” 

or “human T-cell leukaemia virus” or “HIV-1” or “HIV-2”).tw.  

5. “HIV/AIDS”.tw.  

6. 1 or 2 or 3 or 4 or 5 

7. exp social stigma/ 

8. stigma*.tw. 

9. (stigma* adj5 (“internali$ed” or “self” or “public” or “structural”)).tw. 

10. (“HIV-stigma*” or “AIDS-stigma*” or “HIV-related stigma*” or “AIDS-related 

stigma*” or “HIV and AIDS-related stigma*”).tw. 

11. (stigma adj5 (“HIV” or “AIDS” or “HIV/AIDS”)).tw. 

12. stereotyping/ or prejudice/ or social isolation/ or social alienation/ or social 

marginalization/ 

13. (“victimi*” or “discrimin” or “prejudice*” or “shame” or “stereotyp*” or “social 

exclusion”).tw.  

14.  7 or 8 or 9 or 10 or 11 or 12 or 13 

15. Depression/ 

16. Depress*.tw. 

17. Exp depressive disorder/ 

18. 15 or 16 or 17 

19. 6 and 14 and 18 
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Appendix 3: Data Extraction Table 

 
Title:  

Authors:  

  

Journal: AIDS and Behaviour Year:  

Aims:  

 

Study Design:  

 

Sample: 

 

N:  Mean age:  Sample:  Gender (%):  

Other demographic variables?  Region in South Africa:  

Number of Controls:  

Inclusion criteria:  

Exclusion criteria:  

Recruitment method:  

 

Measures: 

 

HIV-Stigma 

What aspect of HIV-stigma was measured?  

Instrument:  

(1) Self-administered or (2) Experimenter Administered: 

No of items:  

 

 

Measure valid/reliable?                      

 

Cultural relevance: 

Cronbach’s a?  

Depression:  

What was measured: 

Instrument:  

(1) Self-administered or (2) Experimenter Administered: 

No of items:   Measure valid/reliable?                        Cronbach’s a?  

Other Measures: 
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Other psychological factors measured/controlled for?  

  

 

Results: 

 

Main findings (type of relationship & evidence):  

 

Is there any evidence of a relationship? (   ) Yes / (   ) No 

Does the relationship remain when other variables are controlled for?  

Mediation/Moderation tested?  

Author’s Interpretations: 

Author’s Limitations:   

Reviewers’ Limitations:  

 

Other comments: 

Quality assessment score:  
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Appendix 4: Quality assessment tools 

 

(i) Adapted Cambridge Quality Checklist (CQC) for quality assessment of primary 

studies. Adapted with reference to adaptation conducted by Pantelic et al., 2015.  

 

Facility Sampling 

3 total population or random sampling 

2 Purposive Sampling 

1 Convenience Sampling 

0 Not reported 

 

Within-Facility Sampling 

3 total population or random sampling 

2 Purposive Sampling 

1 Convenience Sampling 

0 Not reported 

 

Response Rates 

2 Response or retention rates (for longitudinal) (greater than or equal to 70%) or 

differential attrition (less than or equal to 10%) 

1 response or retention rate less than 70% or differential attrition >10% 

0 Not reported 

 

Sample Size 

1 greater than or equal to 400 

0 less than or equal to 400 

 

Stigma Measure(s) validity 

3 Use of a validated standardized scale with the same target population OR use of an 

adapted scale that had been validated with another target population 

2 Validation of a newly developed instrument 

1 Use of a non-validated measurement 

0 Not reported  

 

Stigma Measure(s) reliability 

2 Reliability coefficient greater than or equal to 0.7 

1 Reliability coefficient less than 0.7 

0 Not reported 

 

Depression Measure Validity 

3 Use of a validated standardized scale with the same target population OR use of an 

adapted scale that had been validated with another target population 

2 Validation of a newly developed instrument 

1 Use of a non-validated measurement 

0 Not reported  

 

Depression Measure(s) reliability 

2 Reliability coefficient greater than or equal to .7 

1 reliability coefficient less than .7 

0 Not reported 
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Study Design Score 

3 Prospective cohort data used in analysis (longitudinal)  

2 retrospective data e.g. case-control 

1 cross-sectional data used in analysis 

 

Confounding Variables 

(Analysis – correlations only or multivariate including confounding variables) 

2 Accounts for basic and additional confounding variables, more complex analysis 

1 Multivariate analysis accounting for basic confounding variables either during 

recruitment or analysis. E.g. age, gender. 

0 No attempt to control for confounding factors in recruitment or analyses, correlations 

only. 

 

*Grading system: overall CQC score is determined by calculating a percentage for each study 

based on the point-score they achieve out of a potential 24 points. Studies were low quality if 

their CQC score was between 0% and 33%; fair quality if they were between 34% and 66%; 

and high if they were between 67% and 100%.  
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(ii) Newcastle-Ottawa Quality Assessment Form for Cohort Studies (Wells et al., 

2008). 
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Appendix 5: Author publication instructions for target journal 

 

 
Target Journal: AIDS and Behaviour 

 

AIDS and Behaviour instructions for authors may be retrieved through the following link: 

 

https://www.springer.com/public+health/journal/10461?print_view=true&detailsPage=pltci_649262 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.springer.com/public+health/journal/10461?print_view=true&detailsPage=pltci_649262
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Appendix 6: Research Project Outline 

 

 
 

Project Title: The Relationship between HIV/AIDS-related stigma and Depression in 

Adolescents living in Sub-Saharan Africa 

 

Supervisor: Karen Wetherall  

 

Student ID: XXXXXXX 

 

Justification: 

Mental health research has mainly centred around high-income countries, yet the HIV pandemic has 

re-centred LMICs and placed less developed countries towards the forefront in terms of research need 

(Saxena et al., 2007). The World Health Organization have reported that 36.9 million people are 

currently living with HIV across the globe (WHO, 2018). Of these individuals, around 70% reside in 

Africa (UNAIDS, 2017). Yet, the current evidence base regarding the psychological effects of HIV 

diagnosis is imbalanced toward high-income countries (Collins et al., 2006). Whilst rates of infection 

have steadily decreased the world over, amongst adolescents the number of new infection has been 

gradually increasing – thus forming around half of new diagnoses in 2003 (CDCP, 2004). People 

living with HIV (PLWH) are not only likely to experience a myriad of physical side effects, but are 

also extremely vulnerable to mental health issues, particularly depression which affects between 15% 

and 60% of PLWH (Ayano, Solomon & Abraha, 2018). Those experiencing HIV and depression are 

less likely to adhere to antiretroviral therapy (Waldrop-Valverde & Valverde, 2005), to have lower 

CD4 cell counts, and worse disease progression (Ironson et al., 2005). Recent research has attributed 

this increased likelihood of depression to experiences of stigma (Rao et al., 2007). Negative effects of 

HIV-stigma upon the mental health of PLWH have been widely reported in both high-, low- and 

middle-income countries (Mburu et al., 2014).  

 

Despite this, very little research has been conducted upon HIV+ adolescents in Africa and, indeed, 

those with comorbid depression (Collins et al., 2006). Qualitative research has been extremely 

important in considering the psychosocial factors that impact PLHIV. Qualitative research has 

indicated, more clearly, the impact of HIV-stigma upon health and well-being, as well as ability to 

access health and social care services (e.g. Chambers et al., 2015). For example, several studies have 

indicated cases of discrimination involving confidentiality breaches and humiliation at the hands of 

healthcare workers (Chambers et al., 2015). Other studies have demonstrated the detrimental impact 

of this upon an individual’s self-concept (Fife & Wright, 2000). Qualitative studies have 

demonstrated, more clearly, individual manifestations and experiences of stigma in healthcare and 

how this may impact wellbeing. Chambers and colleagues (2015) produced a qualitative synthesis 
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which demonstrates specific facets of the stigmatizing experience of HIV status. Difficulty coping 

with misperceptions, social separation, denigration, and discriminatory actions associated with their 

diagnosis were highlighted as poignant features of HIV-stigma and the mechanisms through which it 

impacts individuals’ lives. Qualitative studies have been particularly useful in the development of 

interventions to combat the effects of HIV-stigma. However, as noted by Pulerwitz and colleagues 

(2010), for example, the development of accurate interventions has been halted by a lack of reliable 

quantitative evidence lacking comparative measures and data across studies. Hence, this is an 

important area of study.  

 

In a review involving studies from all across Africa, Brandt (2009, p. 124) included very few studies 

including measures of HIV-related stigma and, furthermore, studies were excluded if they included 

non-adult participants. Breuer and colleagues (2011) investigated the relationship between HIV/AIDS 

and mental health in sub-Saharan Africa. However, stigma was superficially investigated and 

depression was included as one of many mental health outcomes. Moreover, they did not include 

information regarding the age of the samples. Lowther and colleagues (2014) included a majority of 

studies from LMICs (n=34/66) but only assessed prevalence rates, and a lot of included studies lacked 

demographic information, therefore it is difficult to distinguish between subgroups. Rueda and 

colleagues (2016) explicitly examined the relationship between HIV-related stigma and health 

outcomes. However, they did not include information regarding age demographics of participants, and 

only included depression superficially. Moreover, they included 64 studies, but only 14 were 

conducted in LMICs, and six were conducted in African countries.  

 

Aims: (1) to determine whether a relationship exists between HIV-stigma and depression and what 

this is and (2) to compare adolescents to other sub-populations of PLWHA. 

 

Literature Search: 

Two reviewers (author and AM) shall independently search PROSPERO and Cochrane Central 

Register of Controlled Trials using the keywords ‘HIV’ and ‘stigma OR victimi* OR discrimi*’, to 

avoid substantial similarity with other reviews. The reviewers shall then search the following 

electronic databases to identify potentially relevant studies, as well as the reference lists of articles: 

MEDLINE, PsycINFO, CINAHL and Web of Science. If any disagreement shall arise in terms of 

study selection, a third reviewer shall be consulted to determine inclusion/exclusion.  

 

The databases will be searched using the following terms: depress* AND (HIV OR AIDS OR 

acquired immunodeficiency syndrome OR human immunodeficiency virus) AND (stigma* OR 

discrimi* OR vicimi*). 
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The study population shall be limited to African countries. The reference sections of articles shall be 

hand-searched for further references. Grey literature websites shall be searched (OpenGrey and 

OAIster) in order to decrease publication bias.  

 

Inclusion/exclusion criteria: 

Inclusion: 

- Published in English 

- Participants with depression (either through clinical diagnosis or cut-off score on a self-report 

scale). 

- Participants from African countries.  

- Quantitative studies.  

- Studies assessing levels of HIV/AIDS-stigma. 

- Participants with and form of HIV/AIDS (e.g., perinatal, postnatal etc.). 

- Studies including data specifically regarding adolescents.  

- Studies which measure relationship between stigma and depression. 

Exclusion: 

- Qualitative studies 

- Studies which exclude/have no data regarding adolescents 

- Participants without comorbid HIV/AIDS and depression. 

- Studies which do not include participants from Africa 

- Studies which do not quantitatively assess levels of HIV/AIDS stigma. 

 

Timetable: 

1. Identify relevant studies – by the end of February  

2. Search studies for inclusion/exclusion criteria – beginning of march 

3. Write introduction/methods – end of march 

4. Data extraction – April 

5. Analyse data and interpret results – may/june 

 

*Author’s Note: Whilst the original research project aimed to understand the relationship between 

HIV-stigma and depression amongst adolescents, database results revealed too few results to conduct 

a systematic review. Hence, studies including any age group were searched for. Having done so, too 

many results (39) were generated which is beyond the scope of a master’s thesis. Therefore, studies 

were limited to those conducted in South Africa.  
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