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Abstract
Background HIV infections among women cause a range of detrimental impacts on the affected women
and their families. This review seeks to understand what impacts are associated with living with HIV in
women and their families; and how the identi�ed impacts relate to each other. Methods A systematic
review of literature was conducted to identify the impacts of HIV on women and their families in
developing countries. We conducted a systematic search of literatures published up to September 2018 in
the following databases: Medline, PsycINFO, CINAL, Emcare, Scopus and ProQuest. Articles were included
if they were published in English language, with full text available, in developing countries, involving
married and non-married women age 15 years and above with HIV and focusing on the impacts of HIV on
women and their families. Critical appraisal tools developed by Joana Briggs Institute (JBI) were used to
assess methodological quality of the studies and thematic narrative synthesis was used to analyse the
�ndings of the included articles. Results A total of 20 articles were included in the review. The review
indicated that HIV infections among women living with HIV (WLHIV) caused numerous negative impacts
on WLHIV and their families. They included (i) psychological impacts, (ii) poor physical health and
intimate partner violence, (iii) social impacts such as stigma and discrimination, disruption of children’s
social life and education, family separation and child-parent con�ict, and (iv) economic impacts including
loss of job and increased family health expenditure leading to poor family economic condition, the sale
of family assets, food insecurity and hunger and poverty. Conclusions The �ndings indicate the need for
interventions that address among impacts, psychological, stigma and discrimination and economic
consequences of HIV facing WLHIV and their families in developing countries.

Introductions
Human Immunode�ciency Virus (HIV) infection and the Acquired Immune De�ciency Syndrome (AIDS)
have been a worldwide public health problem for over three decades. The 2018 UNAIDS report shows that
there were an estimated 36.9 million people living with HIV (PLHIV) worldwide, 1.8 million people newly
diagnosed with the infection and 940,000 people died from AIDS-related illnesses in 2017 (1, 2). Globally,
of the estimated number of PLHIV, 51% are women, and of all HIV infected adults about 17.4 million are
women. In sub-Saharan Africa where the vast majority of PLHIV (69.6%) reside, women living with HIV
(WLHIV) infection account for 56% of total cases (2). Women represented 59% of new HIV infections in
2017 among adults aged 15 and older in the region and an estimated 270,000 women died of AIDS-
related illness in the region in the same year (2). In Asia and the Paci�c region, women aged 15 years and
older living with HIV represent 30.8% of the total number of 5.2 million PLHIV, and of these women 54.9%
live in India, 13.7% in Indonesia, and 11.5% in Thailand (2).

Women’s HIV status is reported to cause detrimental impacts on both women themselves and their
families especially those residing in developing countries or resource limited settings. Studies have
reported that WLHIV experience various negative psychological challenges including depression, anxiety
and worry due to various trepidations arising after HIV diagnosis (3, 4). They also experience manifold
social impacts such as stigma and discrimination within family, community, workplace and healthcare
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settings (3, 5, 6). These social consequences are reported to lead to the deterioration of women’s
wellbeing as a result of both physical and mental or psychological conditions (7-9). The HIV status of
women also negatively impacts on their family psychologically, socially and interferes with education of
their children (10-12). Further impacts have been reported within HIV-affected families including child-
mother separation and child-parent con�icts (11, 13), and reduced economic power through mechanisms
such as loss of jobs, increased health expenditure, food insecurity, hunger and poverty (12-14). Such
impacts may lead to a vicious cycle and further health deterioration in WLHIV and their family members
due to factors including inability to meet basic needs such as food and health care (15-17).

It is known that most developing countries are similar in several structures such as health care system,
social structure, socioeconomic status, environment, belief and understanding, which are different to
those of developed countries (18-20). As far as is known, there has not been any published systematic
review collating evidence from developing countries on HIV impacts facing WLHIV and their families.
This study aimed to explore the literature to improve our understanding of HIV impacts on and the
mechanisms through which these impacts in�uence the life of WLHIV and their families, and how the
impacts relate to each other. The need to understand this topic is important because of existing evidence
of gendered high burden of disease on WLHIV especially those residing in developing countries compared
to men or other key-affected populations (KAPs) (5, 14, 21-25). It has also been stipulated that HIV
impacts on men and other KAPs reported in previous studies might not be applicable to women (26-28).
Understanding the impacts of HIV on women and their families may lead to the development of evidence-
based interventions that address the needs of WLHIV and their families.

Methods

Systematic search of literature
Databases including Medline, PsycINFO, CINAL, Emcare, Scopus and ProQuest were searched to retrieve
studies exploring HIV impacts on and the mechanisms through which these impacts in�uence the life of
WLHIV and their families. Inclusion criteria comprised (i) studies with full text available; (ii) studies
written in English; (iii) studies conducted in developing countries; (iv) studies involving WLHIV (married &
unmarried); (v) studies aiming at identifying psycho-social, physical, health, economic and educational
impacts of HIV on WLHIV and their families (Fig. 1). Even though we wanted to �nd out articles published
from the emergence of the HIV epidemic, the impacts of HIV on women seemed to have emerged in
research during the late 1990s. The search of the literature was conducted using several key words in
combination (Appendix A) using Boolean operator system including AND and OR. This study was a part
of a project exploring HIV risk factors and impacts among WLHIV and their families.

Selection of the studies and methodological quality
assessment
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Articles retrieved from the databases were collated and imported into Endnote and duplicates were
removed. Titles and abstracts of the retrieved articles were screened by the �rst author and studies that
were not relevant to the topic of the review were removed. Articles that were likely to be relevant were
searched for their full texts and reviewed based on the inclusion criteria. The eligible articles were again
assessed for methodological quality prior to the inclusion in the review using critical appraisal tools
developed by Joana Briggs Institute (JBI) for each study design (29). The methodological quality
assessment was conducted by the student (NKF) and one supervisor (LM).

Figure 1: PRISMA Flow diagram of systematic literature search: records identi�ed, removed, screened, and
included in the review.

Data extraction and analysis
As the retrieved articles in this review have different methodological designs, narrative synthesis of
quantitative articles was conducted (30, 31). Thematic narrative synthesis approach was also used for
the analysis of qualitative �ndings of included articles (32). Table 1 (Description of the included studies
in alphabetical order) summarised preliminary synthesis of extracted relevant data including author and
year of publication, study location, study design, number of participants, type of analysis, and main
themes. Thematic synthesis (32) of text of included articles was conducted, which consisted of a
descriptive phase in which authors identi�ed HIV impacts and these were grouped into categories. Two
categories including individual level and family level impacts were created. Themes were identi�ed and
grouped under each of these categories. Each theme was supported by selected code(s) identi�ed from
the qualitative articles (Table 2). This was followed by the second phase which was an explanatory
phase where different impacts that emerged from both qualitative and quantitative studies were mapped
into a Conceptual Model for the impact of women’s HIV status on themselves and their families (Fig. 2).

Results

Description of the included studies
A total of 3,316 articles were initially retrieved from �ve databases and another eight articles were
obtained through scrutinising the reference list of the articles. After removing the duplicates, titles and
abstracts of 2,284 articles were screened resulting in exclusion of 2,164 articled due several reasons (Fig.
1). Of the remining 120 articles read for full text, only 20 ful�lled the inclusion criteria and were included
for the review.

The general characteristics of the included studies are presented in Table 1. Ten studies (11 articles) were
conducted in Asia and the Paci�c region, six in Africa (4, 6, 23, 33-35), one study (two articles) in
Caribbean (11, 12), and one study in both Zimbabwe and USA (36). Of the 20 articles, eleven employed
face to face qualitative interviews (4, 11, 12, 14, 23, 24, 34, 37-40). Nine articles used quantitative
methods (3, 5, 6, 13, 25, 33, 35, 36, 41), of which seven were cross-sectional (3, 5, 6, 25, 33, 35, 36) and
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two were prospective cohort studies (13, 41). A total of 2,414 WLHIV participated, of whom 160 and 2,254
respectively were involved in qualitative and quantitative studies. Several studies involved a combination
of WLHIV and children (11, 36), HIV negative women or women with unknown HIV status (6) and HIV
positive men (25), however only the results about WLHIV or the views of WLHIV are included in this review
(Table 1). For the study conducted in the Zimbabwe and USA, only the study results about WLHIV in
Zimbabwe setting are included in this review (36). The sample sizes or the number of WLHIV who
participated in the qualitative and quantitative studies reviewed varied from 1 to 30 and 50 to 633 people,
respectively. The participants were recruited using convenient sampling technique or purposive sampling
technique or snowball sampling technique. Most of the participants were married women. Eight studies
involved married women (3-6, 13, 14, 39, 41), the other eight involved a combination of married, widowed
and single women (24, 25, 33-38), while four studies do not report marital status of the participants (11,
12, 23, 40). Participants’ age ranged from 15 to 58 years old, while three studies do not report the age of
the participants (11, 12, 25). The qualitative studies mainly used content analysis (4, 23, 37, 38, 40) and
thematic analysis (11, 12, 24, 34, 39) approach for data analysis, except one study which employed a
combination of thematic analysis, analysis of episode and identi�cation of paradigm cases (14). The
majority of the quantitative studies used one or a combination of bivariate and multivariate linear or
logistic regression models for data analysis (3, 5, 6, 33, 35, 36, 41).

Table 1: Description of the included studies in alphabetical order

Impacts of HIV on WLHIV and their family
Four main themes identi�ed in this review including (i) psychological impacts, (ii) physical health impacts
and intimate partner violence, (iii) social impacts, and (iv) economic impacts are elaborated below. The
mechanisms through which these impacts in�uence the life of WLHIV and their families, and how the
impacts relate to each other are also described.

Psychological impacts
Psychological challenges such as depression, worry and anxiety are the most common HIV impacts
experienced by WLHIV (3, 42). These often emanate from innumerable trepidations that WLHIV face after
HIV diagnosis. Advanced stage of HIV infection, poor physical health condition, fear of breach of
con�dentiality of HIV status and the feelings that HIV status would be a shameful experience to the
family are factors associated with the psychological impacts facing them (3, 41), just to mention a few.
Fear of transmitting HIV infection to unborn babies, concerns about growth and future of their children in
case of their untimely death, inability and lack of resources to take care of their children, were also
reported to cause psychological distress for WLHIV (13, 23, 34, 41, 43). Other factors including lack of
social support, social rejection, internalised stigma (33, 35) and a reduction of family income and poor
economic conditions (24, 41) were reported to cause depression and worry among WLHIV. Women’s
sociodemographic characteristics including lower education attainment, being primary caretaker for
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children, no longer in a relationship with partners and/or (husbands died, poor health, single marital
status), unintended pregnancy, family misfortunes, chronic disease, detection of viral load, and poor CD4
þT cell count (33, 35, 41) were additional predictors of poor psychological functioning. Moreover,
women’s HIV status was reported to negatively impact the psychological state of other family members
especially their children, which was re�ected in children feeling upset, hurt, sad and worried due to their
mother health condition (11, 12).

Physical health impact and intimate partner violence (IPV)
HIV infection also has a signi�cant impact on physical health, including that WLHIV experience reduced
physical strength, di�cult sleeping, dizziness and exhaustion after HIV diagnosis (12, 14, 34). Such poor
physical health can jeopardize their day to day functioning including looking after their children, and their
ability to work and provide for their children (12, 14). Besides, being diagnosed with HIV infection can
also lead to physical violence and maltreatment by intimate partners such as husbands or spouses
(intimate partner violence) (14, 23).

Social impacts
Stigma and discrimination against WLHIV. WLHIV experience both HIV-related self-stigma and enacted or
external stigma manifested in various kinds of discriminative attitudes and behaviours (3, 5). Paranoia
about people’s reactions to their HIV status and believing that people are talking about them are the
instances of negative self-stigma that WLHIV have about themselves after HIV diagnosis (42). Fear of
HIV status being recognised and spread out by other people and fear of rejection and negative reactions
from family members are other types of self-stigma experienced by WLHIV, which often leads to women
isolating themselves or hiding their HIV status from family members (4, 13, 37). Other factors associated
with perceived stigma among WLHIV include low perceived availability of instrumental and emotional
support, the fear that their children would be stigmatised, discriminated against and disallowed in
schooling (24, 33). Sociodemographic factors including being older women, having low education,
husbands having other wives, and perceived community discrimination against people with HIV are also
associated with perceived stigma among WLHIV (6).

WLHIV are also reported to face various external stigma and discrimination within their own family,
community, workplace and healthcare settings (4, 5, 23, 25, 34, 38, 39). Close family members such as
husbands and in-laws, parents and siblings tend to stigmatise and discriminate against them. Being
blamed, verbally insulted, avoided and rejected by in-laws or the family of their late husbands are some
instances of HIV-related stigma and discrimination that faced married WLHIV (5, 38). The experience of
being chased away or expelled from their homes by parents in-law is also another form of HIV-related
discrimination against married WLHIV within family (4, 25, 38, 39). A study by Halli et al. (5) reported
several sociodemographic factors associated with stigma and discrimination against WLHIV by
husbands and husbands’ family members. These include occupation of the husbands, older age of the



Page 7/21

husband, higher age gap between spouses and lower household economic status. Stigma and
discrimination against WLHIV have also been reported to have come from their own parents and siblings
(5, 13, 25, 34, 37, 38). Being asked to leave home by their own parents (34, 38), separation of their
personal items from those of other family members and exclusion of WLHIV from usual family activities
including cooking and sharing utensils or eating implements and rooms (5, 13, 25, 37) are some forms of
discriminative behaviours against WLHIV within families.

HIV-related stigma and discrimination against WLHIV also occur within communities where they live (4-6,
12, 13, 23, 25, 34, 37-40). Social isolation such as being rejected and neglected, and burning of the
possessions of WLHIV by their friends, and being expelled by neighbours from rented house where they
live are HIV-related social stigma and discrimination against WLHIV within communities (4, 6, 13, 34, 37).
Neighbours and relatives refusing to share food and drink with them and being left by friends and
relatives are additional forms of rejection and neglect experienced by WLHIV as the consequence of their
HIV status (13, 37). Physically assaulted, being labelled or verbally abused with discriminative words
such as “HIV carriers” or “she is (HIV) positive”, insulted and harassed by other community members are
also experiences of HIV-related stigma and discrimination facing WLHIV (25, 38, 39). Being excluded
from usual activities or social functions, refused to enter or removed from public establishment and the
change of their place of residence from one community to another voluntarily or by force are also
experienced by women due to their HIV status (25).

Stigma and discrimination against WLHIV also occur in healthcare settings, re�ected in discriminative
treatments or behaviours of healthcare professionals towards WLHIV. Criticism, blaming, shouting at or
throwing health record on patients’ face, rejection and unnecessary referrals, and neglection or leaving
patients untreated once patients’ HIV status is known to them are some forms of discriminative
behaviour of healthcare professionals against WLHIV (6, 23, 25, 39, 40). Being coerced to undergo HIV
testing, and abortion and sterilisation after HIV diagnosis, and loss of private health insurance due to
being diagnosed with HIV are other instances of healthcare-related discrimination against WLHIV (25). As
the consequence, WLHIV often hide their HIV status and go untreated (39, 40), which may lead to
advanced stage of HIV infection. Stigma and discrimination against WLHIV also occur in the workplace
setting manifested in loss of prospects for promotion and change in job descriptions. Business
customers have also been reported to fear using services provided by WLHIV’s services (25, 34), which
may be consequential to WLHIV.

Stigma and discrimination against HIV-affected family members. HIV-related stigma and discrimination
such as rejection and social exclusion by friends, relatives or other community members are also
experienced by HIV-affected family members of WLHIV (11, 12, 24, 37, 39). Children of WLHIV often face
stigma and discrimination due to their mothers’ HIV status. They are rejected, teased or mocked, cursed,
abused and isolated by their friends and signi�cant others. For example, they are told “your mother has
HIV”, called “little HIVer” by friends (11, 12) and placed at a separate desk by teachers, while other
children are told not to play with them at school and within community where their live (37, 43).
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Impacts of mothers’ HIV status on children’s social life and education. Women’s HIV status poses
negative impacts on various aspects of their children’s life. For example, it prevents children from
activities such as socializing with friends, being involved in extracurricular school and peer activities, and
doing school homework as they take additional responsibility for household chores on behalf of their sick
mothers (13). Positive HIV status of mothers also in�uences children’s education due to factors such as
children missing school once their mothers are unwell, children worrying and developing poor focus on
studying which lead to poor education performance or achievement (12). Children who have unwell
mothers due to HIV have poor school attendance due to mothers failing to provide food for them to eat to
sustain attending school (12). Additionally, in some instances, children of mother who are HIV positive
are denied school admissions and kicked out from school due to pressure or complaints from the parents
of other students (25). Maternal positive HIV status has also been reported to be associated with poor
family economic condition, with multitudes of consequences including inability to pay for school fees
(12).

Family separation and child-parent con�icts. A situation where children are voluntarily taken away and
separated from their mothers by in-laws due to the HIV status of the mothers is another social impact of
HIV on HIV-affected families (13, 25, 39). Mothers with HIV are reported to also voluntarily give away their
children to live with their siblings or sister in-law or brother in-law’s family once they are terminally ill or
hospitalised (14). The main reasons for such separation are poor physical health and economic
conditions of the mothers which make them unable to take care of and raised their children (12, 14).
Husband-wife separation or abandonment by husband is another negative impact of HIV on the families
of WLHIV (12, 25, 34), which may render di�culties in women taking care of themselves and their
children (34). HIV status of mothers also brings con�ict to parent-child relationship (36). For example,
children may intend to hurt their father due to anger and blame when perceived their father to be the
source of infection to their mothers(11).

Economic impacts
HIV infection is reported to adversely in�uence economic aspect of WLHIV through several mechanisms.
In this review, two studies with WLHIV reported that women lost their jobs or potential work due to their
HIV status (25, 34). Women’s poor physical strength preventing their involvement in work is another
mechanism through which the infection affects their economic life (14, 34). Women’s HIV status is also
reported to in�uence their willingness to apply for jobs that require HIV test for applicants (13). Study by
Paxton and colleagues also reported that WLHIV lost �nancial support from their spouse and other family
members due to their HIV status (25).

The economic impact of HIV on WLHIV has negative in�uence on their family economic condition (12-14,
34, 39), including the reduction of family income due loss of jobs or unemployment and inability of
women to work (13). Similarly, it is reported that some clients or customers stop using the family
business services after learning about the HIV status of women in the family (39), resulting in the



Page 9/21

downfall of the family business. Increased family healthcare expenses (14, 34), which may lead to selling
family properties including land and houses to cover healthcare expense and to survive (12, 14) are
additional economic impact of women’s poor health due to HIV. When families sell main sources of their
livelihood such as the land and other essential resources to recuperate, such circumstance had been
reported to lead to food insecurity, hunger, poverty (12, 14), and endless cycle of deprivation within the
family of WLHIV. Table 2 below summarises the qualitative evidence of the impacts of HIV on WLHIV and
their families.

Table 2: Qualitative evidence of the impacts of HIV on WLHIV and their families

Discussion

Summary of �ndings
The primary objective of this systematic literature review was to understand the impacts of HIV on WLHIV
and their families in developing countries. A total of 20 studies comprising nine quantitative and 11
qualitative studies were included in this review. Of nine quantitative studies reviewed, six studies focused
on exploring the impacts of HIV on WLHIV (3, 5, 6, 33, 35, 41), two covered both HIV impacts on WLHIV
and their family (13, 25) and one explored HIV impacts on family only (36). HIV impacts on WLHIV, which
are presented in these quantitative studies include psychological challenges and the associated factors
(3, 13, 33, 35, 41) and stigma and discrimination against WLHIV within family, community, workplace and
healthcare settings (5, 6, 13, 25, 33, 35). HIV impacts on family of WLHIV reported in three studies include
family separation, child-parent con�ict, impacts on children’s social life and education and on family
economic condition (13, 25, 36).

Of the 11 qualitative studies reviewed, six explored the impacts of HIV on both the women and their
families (12, 14, 24, 34, 37, 39), four studies focused on HIV impacts on WLHIV (4, 23, 38, 40) and one
investigated the impacts on families of WLHIV (11). The majority of these qualitative studies explored
stigma and discrimination facing WLHIV (4, 12, 14, 23, 24, 34, 37-40) and their family members especially
children within family, community, healthcare and school settings (11, 12, 24, 37, 39). A few studies
explained the psychological impacts of HIV infection on WLHIV (4, 23, 24, 34) and their children (11).
Topics such as economic impacts of HIV on WLHIV (34) and their families (12, 14, 34, 39), physical
health impacts of HIV on WLHIV (12, 14, 34), intimate partner violence against WLHIV (14, 23), family
separation (12, 14) and HIV impacts on children’s education were also presented in these studies.

An explanatory conceptual model for the impacts of HIV on
WLHIV and their families
These �ndings show two main categories of HIV impacts, that are, the impacts on WLHIV at individual
level and on their families. Drawing on the �ndings from the studies reviewed and conceptual framework
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for the socio-economic impacts of the HIV/AIDS epidemic on households (44), an explanatory
Conceptual Model for HIV impacts on WLHIV and their families was developed to visually represent the
connection between the emerging themes (see Fig. 2).

Figure 2: Conceptual Model for HIV impacts on WLHIV and their families

The Model suggests that women’s HIV status causes a range of negative impacts on both women
themselves and their families. At the individual level: �rstly, it causes psychological challenges for
women such as depression, worry and anxiety. Such psychological challenges can be triggered by
miscellaneous concerns the women have after being diagnosed with HIV. For example, concerns about
their health condition, concealment of their HIV status, stigma and discrimination, family becomes
ashamed due to their HIV status, and the health condition and the future of their children. Secondly, it
leads to poor physical strength which in�uences women’s ability to do physical activities, work and take
care of themselves and their children. It can also lead to physical violence or abuse against them by their
husband, partner or spouse due to unacceptance of their HIV status. Thirdly, HIV infection causes stigma
and discrimination against WLHIV, re�ected in various kinds negative behaviours such as rejection, insult,
avoidance, isolation, neglection, being chased away from home and verbally abused. Stigma and
discrimination may occur within family, community, healthcare and workplace settings by family
members, community members, healthcare professionals, and employers or colleagues or customers.
Some of these impacts, including rejection by family, abuse by husband and in-laws, selective
maltreatment in pregnancy by healthcare professionals especially when HIV status is known, HIV testing
by coercion, sterilisation and abortion have not been reported as HIV impacts on men and other KAPs (26-
28). Rejection and abuse against WLHIV by husbands and in-laws, for example, seem to be the
consequences of the patriarchal system or sociocultural norms and values prevailing within societies and
communities in many developing countries, that promote male or husbands’ domination over women or
wives’ submission to husbands or male partners (45-49). Being infected with HIV also causes negative
self-stigma among WLHIV, such as paranoia about people’s negative reactions to their HIV status, fear of
HIV status being recognised and spread out by other people and fear of rejection, and self-isolation. Such
stigma and discrimination can further worsen psychological condition of WLHIV. Fourthly, it also leads to
economic or �nancial hardship as WLHIV lose their jobs or cannot apply for jobs and lose opportunity to
get job promotion due to their HIV status.

Women’s HIV status also brings adverse impacts on their families. Firstly, in line with the constructs of
the framework for the socio-economic impacts of HIV/AIDS on households and other studies’ �ndings
(44, 50-53), this Model suggests that women’s HIV status can lead to reduced family income due to loss
of jobs of infected family members (WLHIV) or loss of family business and increased family health
expenditure leading to economic or �nancial di�culties within the affected families. Such economic
condition can cause several further impacts such as food insecurity, declined children’s food intake,
hunger, sale of family properties such as lands and houses, and poverty within HIV-affected families.
This chain of economic impacts can deteriorate women’s psychological condition further and worsen
their physical health condition. Several other studies have reported that poor economic condition or
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poverty within HIV-affected families may also lead to withdrawal of children from school due to
unaffordability of parents to pay for school fees or buy supplies (44, 51, 54, 55). Secondly, women’s HIV
status can lead to family separation such as child-mother and husband-wife separation. Inability of
mothers to take care of their children due to the sickness and unacceptability of women’s HIV status by
their husband or spouse are the instances of underlying reasons for family separations. Women’s HIV
status can cause children-parents con�ict due to fathers being accused of transmitting HIV infection to
their mother. Thirdly, it causes stigma and discrimination against the women’s family members especially
their children. Social rejection, avoidance, abuse, curse, and being labelled with discriminative words are
the examples of stigma and discrimination facing children of HIV-affected family. Fourthly, it also
in�uences psychological state, social life and education of their children. Feeling upset, hurt and worried
about their mother’s condition are the instances of psychological impacts of mother’s HIV status on their
children. Children miss out socialisation with friends and are less involved in extra-school activities due to
being responsible for household chores and taking care of their sick mother are some of the impacts of
women’s HIV on their children’s social life. Such HIV impacts on social life of children seem less likely to
occur within HIV-affected families where mothers are not infected as they traditionally have primary
household, child and husband responsibilities (21, 45, 56). Denied from school admission or kicked from
school due to mother’s HIV status, less school attendance due to mother being sick and low academic
performance are the educational impacts of mother’s HIV status of their children. Other studies have also
reported that involvement of children of HIV-affected families in household chores or farms or income
generating activities may result in school dropout (44, 51, 57).

Implications for future practices or interventions
This systematic review synthesises evidence on the impacts of women’s HIV status on women and their
families. Evidence presented in this review show that there are several aspects that need to be addressed
in future responses or interventions to HIV impacts facing WLHIV and their families.

Addressing psychological challenges on WLHIV
This review suggests that women are subjected to a range of psychological challenges such as
depression, worry and anxiety due to numerous concerns that come into mind following their HIV
diagnosis. These psychological challenges may further lead to the deterioration of their physical health
condition and contribute to the progression of HIV infection. Thus, responses to HIV impacts need to
address the psychological impacts facing WLHIV. Such psychological impacts can be addressed through
HIV-related education and counselling to help WLHIV manage them and reduce the occurrence (58).
Counselling can also be a useful strategy through which WLHIV are linked to supports for adaptation with
their status as persons living with HIV (59). For example, linking them to become involved in HIV/AIDS
peer support groups that provide them with opportunity to share information and experience, and gain
support from other PLHIV can help them to cope with various HIV-related psychological challenges facing
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them. Counselling is also reported to increase patients’ adherence to ART which can improve their
physical health condition (60). Likewise, family counselling will be of great bene�t for WLHIV
psychologically as it can help increase family understanding and acceptance, reduce stigma and improve
treatment of WLHIV (61-63).

Addressing stigma and discrimination against WLHIV and their
children
This systematic review shows that WLHIV experience of stigma and discrimination within family,
community, healthcare and workplace settings. Similarly, children of WLHIV are stigmatised and
discriminated by their friends and teachers at school and by other community members. Discrimination
can lead to other impacts including depression and denial of women’s access to healthcare services, and
children being denied from school admission and expelled from school. Thus, this review suggests that
stigma and discrimination against WLHIV and their children should be addressed at community and
societal level covering family, community, school, healthcare and workplace settings as the sources of
stigma and discrimination. HIV/AIDS education for family and community members, teachers, students
and healthcare professionals to raise their awareness of HIV/AIDS and acceptance of PLHIV can be an
effective strategy to address stigma and discrimination against WLHIV and their children and gain social
supports from them (61, 64). Health systems interventions that seek to build positive self-perceptions and
con�dentiality of WLHIV can also be useful strategy to address stigma and discrimination against WLHIV
(65). These may also lead to reducing internalised stigma which often comes from negative self-
perceptions and over worried and fear of other people’s reactions.

Addressing economic impacts of HIV on WLHIV and their families
Women’s HIV status causes economic hardship on women and their families through various
mechanisms such as loss of jobs and increase family health expenditure, which may lead to food
insecurity, hunger, sale of family assets and poverty within their families. Such economic impacts can be
addressed through policy interventions that promote free access to HIV/AIDS-related healthcare services
for PLHIV and opportunities for PLHIV to engage in workforce (66, 67). In addition, HIV/AIDS
interventions that consider the larger context of women’s lives, including their responsibility for household
and caregiving role within family are also recommended.

Implication for future studies
None of these studies reviewed focused on psychological impacts of HIV on HIV-affected family
members of WLHIV even though some studies reported scant information related to psychological
impacts on children. Similarly, none of the studies reviewed have looked at stigma and discrimination
against family members other than the children. None of the included studies explored the impacts of
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women’s HIV status on the work or job of their family members even though a study provided limited
information about its impact on family business. Finally, none of these studies looked at the roles cultural
and religious values, norms and thoughts play in mitigating or exacerbating the impacts of HIV on WLHIV
and their families in developing countries. Future studies that address these aspects are recommended.

Limitation of the study
This review only included studies conducted in developing countries. Thus, evidence on the lived
experiences of WLHIV in developed countries about the impacts of HIV on themselves and their families
was not covered in this review. To build a comprehensive picture of HIV impacts facing WLHIV and their
families, future literature reviews that include studies on this topic conducted in developed countries are
recommended. Another limitation is that this review included English peer review literature only, thus may
have missed studies on this topic, which are reported in other languages.

Conclusion
HIV infections cause a range of negative consequences on WLHIV and their families. The Conceptual
Model for HIV impacts at individual and family level presents evidence on various impacts of HIV on
WLHIV and their families and how the impacts relate to each other. This Model can help in designing
interventions that address psychological, �nancial, social and physical needs of WLHIV and their family
to ensure that they have the best quality of life, and that support them to cope with the HIV impacts
facing them and their families.
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Figure 1

PRISMA Flow diagram of systematic literature search: records identi�ed, removed, screened, and included
in the review.
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Figure 2

Conceptual Model for HIV impacts on WLHIV and their families
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