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Abstract: Background Mental health problems, particularly depression and anxiety are common
in women and young girls living with HIV and AIDS particularly in low- and middle-
income (LMICs) countries where women’s vulnerability to psychiatric symptoms is
heightened due to the prevalent intersectional stressors such as stigma and intimate
partner violence. However, no synthesized evidence exists on the mental health
burden of females living with HIV and AIDS (FLWHA) in Africa. Objective This
systematic review aimed to synthesize the current evidence on the mental health
burden among females living with HIV/AIDS in sub-Saharan Africa. Method A
systematic literature review of articles published from 2013–2023 was conducted using
the Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines
(PRISMA). Five electronic databases; PubMed, MEDLINE with full text, Scopus,
Academic search complete, and Health Source: Nursing academic education were
searched for articles published in English. An adapted Joanna Briggs Institute (JBI)
etiology review methodology was followed in conducting this review. Findings Nineteen
articles (15 quantitative, 3 qualitative, and 1 case study) from over 7 countries met the
inclusion criteria. The majority of the studies' quality was determined to be moderate
using the JBI critical evaluation tool for studies reporting prevalence data, qualitative
studies, and case studies. The pooled prevalence of depression ranged from 5.9 to
61% and anxiety 28.9 to 61%. Mental health burden was a logical outcome of HIV
diagnosis. Correlates and predictors of mental health outcomes in the context of
HIV/AIDS were identified as Intimate partner violence (IPV), Stigma, childhood
traumas, sexual abuse, poverty, unemployment, and social isolation. Social support
and resilience were identified as protective factors against mental illness in FLWHA.
Mental illness negatively impacted virologic outcomes of FLWHA, resulted in delayed
initiation of antiretroviral therapy treatment and increased mortality but had no impact
on immune reconstitution (CD4 count) in the face of ART adherence. Conclusion/
Recommendation Given the high prevalence rates of depression and anxiety and their
relationship with HIV progression, it is crucial that mental health care services are
integrated into routine HIV care. Mental health care should highlight interventions that
address the unique cultural needs of FLWHA in Africa.
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Abstract  

Background- Mental health problems, particularly depression and anxiety are common in women 

and young girls living with HIV and AIDS particularly in low- and middle-income (LMICs) 

countries where women’s vulnerability to psychiatric symptoms is heightened due to the prevalent 

intersectional stressors such as stigma and intimate partner violence.  However, no synthesized 

evidence exists on the mental health burden of females living with HIV and AIDS (FLWHA) in 

Africa.  

Objective-This systematic review aimed to synthesize the current evidence on the mental health 

burden among females living with HIV/AIDS in sub-Saharan Africa.  

Method- A systematic literature review of articles published from 2013–2023 was conducted 

using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines 

(PRISMA).  Five electronic databases; PubMed, MEDLINE with full text, Scopus, Academic 

search complete, and Health Source: Nursing academic education were searched for articles 

published in English. An adopted Joanna Briggs Institute (JBI) etiology review methodology was 

followed in conducting this review.  

Findings- Nineteen articles (15 quantitative, 3 qualitative, and 1 case study) from over 7 countries 

met the inclusion criteria. The majority of the studies' quality was determined to be moderate using 

the JBI critical evaluation tool for studies reporting prevalence data, qualitative studies, and case 

studies. The pooled prevalence of depression ranged from 5.9 to 61% and anxiety 28.9 to 61%.  

Mental health burden was a logical outcome of HIV diagnosis. Correlates and predictors of mental 

health outcomes in the context of HIV/AIDS were identified as Intimate partner violence (IPV), 

Stigma, childhood traumas, sexual abuse, poverty, unemployment, and social isolation. Social 

Are these 7 countries only from Africa?

Could the authors indicate which one(s) of these was/were significant and which ones were less significant. Or were all of them significant associated with mental health outcomes?
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support and resilience were identified as protective factors against mental illness in FLWHA. 

Mental illness negatively impacted virologic outcomes of FLWHA, resulted in delayed initiation 

of antiretroviral therapy treatment and increased mortality but had no impact on immune 

reconstitution (CD4 count) in the face of ART adherence.  

Conclusion/ Recommendation-Given the high prevalence rates of depression and anxiety and 

their relationship with HIV progression, it is crucial that mental health care services are integrated 

into routine HIV care. Mental health care should highlight interventions that address the unique 

cultural needs of FLWHA in Africa. 

 

KEYWORDS: Mental health burden, Depression, Anxiety, Females, HIV/AIDS, Africa 
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INTRODUCTION 

Since the beginning of the HIV/AIDS epidemic, women and girls have been most infected and 

affected. The joint United Nations Program on HIV/AIDS reports show that globally, more than 

half (20.2 million) of the 37.7 million people living with HIV and AIDS are females [1]. The 

numbers recorded in sub-Saharan Africa are even more devastating. Approximately, two-thirds of 

the estimated 25.6 million people currently living with HIV and AIDS in sub-Saharan Africa are 

females [1,2]. 

Mental health conditions affect females living with HIV and AIDS (FLWHA) at substantially 

higher rates compared with men living with HIV and AIDS (MLWHA) and HIV-negative women 

[3–6]. Thus, the established gender disparity in mental health disorders such as depression and 

anxiety is disproportionately increased in the context of HIV and AIDS [7]. Given the 

psychological distress associated with managing and coping with the illness, an HIV diagnosis 

may lead to mental illness symptomatology or even exacerbate pre-existing mental illness 

symptoms in women [4,8]. 

FLWHA’s relative vulnerability to mental health conditions may be due to several intersectional 

stressors such as unemployment, financial stressors, decreased psychological resilience, limited 

social support, and increased susceptibility to neuropsychiatric side effects of some antiretroviral 

therapies such as zidovudine and abacavir [9–11]. Additionally, FLWHA in low- and middle-

income countries have higher rates of intimate partner violence, stigma, discrimination, and social 

prejudice [10,12,13] as well as increased psychosocial stress with disclosure of HIV status and 

management of sexual and reproductive health concerns [13,14].  

Higher rates of depressive and anxiety symptoms have been reported amongst FLWHA in several 

studies [3–7]. For instance, 82% of survey respondents in a study of 832 FLWHA from 94 
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countries reported having symptoms of depression, and participants indicated that their mental 

health concerns rose 3.5-fold after receiving an HIV diagnosis [15]. Furthermore, 28.9% of 357 

FLWHA ages 18 years and above in an Ethiopian study experienced moderate to high levels of 

anxiety, as measured by a score of at least 11 on the Hospital Anxiety and Depression Scale 

(HADS-A) [6]. As depressive and anxiety disorders are frequently underdiagnosed among persons 

living with HIV and AIDS (PLWHA), these rates are likely to be higher than reported [16]. 

It must be noted that the highest burden of HIV-related mental illness is in Africa [17]. However, 

most of the mental health interventions for this population have been developed and evaluated in 

resource-rich settings and with a limited focus on FLWHA. Along with this limitation even exist 

a major gap as there is a lack of systematic reviews that synthesize the available research evidence 

on mental health illness among FLWHA in Africa to direct policymakers to implement cost-

effective and evidenced-based gender-specific interventions that are peculiar to our cultural 

context as Africans. Our objective was to synthesize the current understanding of the specific 

mental health problems experienced by FLWHA in Africa. Our study may have implications for 

the United Nations 95-95-95 treatment target by 2025 since the evidence shows FLWHA with 

untreated mental illness are less likely to achieve good antiretroviral therapy (ART) adherence, 

and more likely to develop virologic failure and HIV progression [18]. 

1.1. Aim of the review 

 

The main aim of this review was to synthesize the current understanding of the specific mental 

health problems among FLWHA in Africa 

 

  

Is this being reported as a fact or it is from reported publications. My review of th the publication referenced (17) indicated it was not stated as such.
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1.2. Objectives of the review 

1. Determine the prevalence of depression and anxiety among FLWHA. 

2. Describe the impact of HIV/AIDS on the mental health burden of FLWHA. 

3. Identify the risks, and protective factors of mental health problems among FLWHA 

4. Describe the impact of mental health burden on HIV progression among FLWHA 

1.3. Review question 

The main systematic review question which was asked to guide the review methodology was: 

“Does HIV AND AIDS status impact negatively on the mental health of FLWHA?” 

Table 1. Review question in PEO format 

PEO format                   Concepts  

P-Population-                                                                          Females 

E-Exposure -                                                                            HIV/AIDS 

O-Outcome-                                                                             Mental Health burden 

 

Table 2. Search strategy for PubMed using Boolean Operators (OR & AND) 

PEO Format Combined Text words and MeSH Words  

P- population 

 

E- exposure 

"Female"[Mesh] OR Female*[tw] OR Woman [tw] OR 

Women [tw] 

 

 

"HIV"[Mesh] OR HIV/AIDS [tw] OR “HIV-positive” 

[tw] OR “HIV and AIDS” [tw] OR “Acquired 

immunodeficiency syndrome” [tw] OR “Human 

immunodeficiency virus” 
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O- outcome "Mental Health"[Mesh] OR "Mental health"[tw] OR 

"Mental wellbeing"[tw] OR "Psychological 

wellbeing"[tw] OR Depress*[tw] OR Anxiety[tw] OR 

"Mental disorder*"[tw] OR "Psychological 

disorder*"[tw] OR "Mental illness*"[tw] OR 

"Psychological distress"[tw] OR "Mental distress"[tw] 

OR "Emotional distress"[tw]  

 

 "Africa"[Mesh] OR Africa [tw] OR “Sub Saharan 

Africa” [tw] 

 

2.0 Methods 

This systematic review adheres to the Preferred Reporting Items for Systematic Reviews and Meta 

Analysis (PRISMA) guidelines [19]. Before the commencement of the review, we conducted an 

initial search on Prospero and Cochrane Library using the main concepts of the topic in Table 2 

to ascertain if the systematic review has been done already to avoid unintentional duplication and 

redundancy. We noticed that systematic reviews were conducted in the general population but not 

specific to FLWHA. Again, this search gave us a fair idea about the availability of literature on 

the topic. During the building process for the search terms, relevant synonyms were identified for 

each of the main concepts as shown in Table 2. All the key concepts and their synonyms were 

combined to construct a comprehensive search strategy for the identified databases. The study 

focused on studies on Mental health burden in females living with HIV/AIDS in Africa. 

2.1 Inclusion and exclusion criteria 

Articles were included in the review if they focused on mental health problems in females living 

with HIV/AIDS between 17 and 76 years and published in English in the last ten years from 2013 

to April 2023. Articles focused on pregnant and post-natal women were excluded because 1) 
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systematic reviews exist in the literature in Africa on this population and 2) pregnancy and its 

associated hormonal imbalance are considered covariates to mental health burden in FLWHA 

[20,21]. The details of the criteria for inclusion and exclusion have been described in detail in 

Table 3 and 4. 

Table 3 

Inclusion criteria 

1.  Mental health in females between 17 and 76 years living with HIV/AIDS 

2. Scholarly articles on depression and anxiety among females living with HIV/AIDS 

3. Studies that employed quantitative, or qualitative research designs  

4. Scholarly articles published in English 

5. Scholarly articles published within the last ten years (2013-2023) 

6. Articles accessible as full text 

 

Table 4 

Exclusion criteria 

1. Studies describing mental health burden in pregnant females living with HIV/AIDS  

2. Studies describing mental health burden in post-natal women living with HIV/AIDS 

3. Studies specifically focused on mental health interventions among FLWHA 

4. Review articles 

 

2.2 The electronic database search  
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Five (5) major databases were selected for the electronic search. A systematic search of electronic 

databases using pre-defined search terms, supplemented by hand-searching, was undertaken in 

April 2023. These databases included: PubMed, Scopus, MEDLINE with full text, Academic 

search complete, and Health Source: Nursing academic education. Additionally, the reviewers 

searched Google Scholar engine, WHO website, UNAIDS website, Ghana’s Mental Health 

Authority website and approved institutional websites reporting findings and statistics on 

HIV/AIDS and mental illness for both grey and published literature. Also, the reference lists of 

the papers that were chosen for inclusion were used as a snowball for additional studies. Two 

reviewers (DSB & MS) conducted the final electronic search independently in the selected 

databases on 24 April 2023 with the help of the designed search strategy.   

    

 2.3 Conducting the electronic search  

First, articles retrieved from the various relevant electronic databases and the other sources were 

title screened by the reviewers (DSB & MS) to determine whether they were relevant for inclusion. 

Second, the abstracts of the respective articles were also screened to ascertain whether their 

findings will contribute meaningfully to the research questions of the review. Third, the full text 

of the respective articles was screened and those that were found significant were added. 

Duplicates were removed manually during the selection process and also by the use of a software 

called Rayyan. 

2.4 Selection of Studies and Data Extraction  

All titles and abstracts identified through electronic database searching and hand searching were 

examined for relevance. Full text articles of any potentially relevant studies were obtained and 

Which were these approved institutional websites

It is important this software be stated as an AI tool for systematic reviews in the manuscript.
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assessed for inclusion based on the above inclusion criteria. Where uncertainty arose within the 

examination process, full text articles were subjected to further scrutiny by the inclusion of a third 

reviewer (S.A). S.A who doubled as project supervisor and reviewer, also assisted with validation 

and review of a subsection of identified titles and abstracts. Less than 5% discrepancies arose 

between the authors (DBS & MS) and the third reviewer. Data from studies that met the inclusion 

criteria were extracted using an extraction format adapted from a recent systematic review [22]. 

Data extraction was carried out by the first and second authors (DSB & MS) and, scrutinized by 

the fourth author (S.A).  Information extracted from relevant articles included publication details 

such as sample size and its characteristics, country, measures used, authors and year of publication 

and the major finding well informed by the inclusion criteria 

 

 

 

 

 

 

 

 

 

 

What was done with the 5% of articles, were they included or droppped?

This part of the sentence is not clear
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Fig.1. Updated PRISMA 2020 flow diagram showing the study selection process. 

  

 

 

 

 

 

 

  

  

 

 

   

 

  

  

 

 

 

 

 

 

 

Records excluded after reading 

study titles (n= 1934) 

Records identified from databases: 

PubMed-600 

Scopus-933 

Medline full text-598 

Academic search comp-419 

Health source: Nursing academic Edit-130 

                                                      n=2680 

Additional search (Google scholar, 

institutional websites)-n=2 

         Total=2682 

 

 

 

Records (duplicates) removed 

before screening: n= 648 
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Records screened (n= 2034) 

 

Reports excluded after reading 

study abstracts (n=44) 

 

Records sought for retrieval (n= 100) 
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Records removed after reading full-

text articles with reasons(n=37) 

Reasons for removal 

1. Focused on pregnant women (n=10) 

2. Focused on general HIV population 

(both men and women) (n= 12) 

3. Not focused on outcome measure 

(depression & anxiety) (n= 5) 

4.  Focused on post-natal women (n=8) 

5. Focused on how mental health 

problem leads to increased incidence 

of HIV (n= 2) 

Reports for full text reading for 

eligibility (n= 56) 

Studies included in the systematic 

review 

n=19 
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cl

u
d

ed
 

Were these 2 coming from Google Sholar and institituional webisites? You mentioned more oadditional websites than those listed here; can you mnetioned them here or add etc.? This will make things clearer.
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2.6. Data extraction from included studies 

Using the adapted data extraction format, relevant data was retrieved from each included study for 

the analysis. The author and year of publication, the title of publication, the country where the 

study was done, the sample size and characteristics, measures used, prevalence, risks/ correlates, 

protective factors, impact of HIV/AIDS on mental health, and the impact of mental health on HIV 

progression were extracted from each including. Special attention was paid to the methods of 

recruitment/selection of participants, data collection approach and data analysis done for each of 

the studies. Data were extracted into tables with pre-specified categories as stated previously. For 

quantitative studies, we collected prevalence of mental health problems and its associated factors, 

and summarized main findings identified by the authors. For the qualitative studies, the authors 

collected information about the experiences of depression/anxiety, risk and coping. Data was 

extracted and synthesized collaboratively by two authors (MS & DSB). The fourth author (S.A) 

validated and made suggestions on the themes. Some were modified and subsequently included in 

the review (see Table 5) 

 

2.7. Assessment of Quality and Risk of Bias of Included Studies 

 The quality of the nineteen included studies were assessed using Joanna Briggs Institute (JBI) 

Critical Appraisal Tools [23]. This group of tools comprised checklists adopted for a range of 

study designs that includes a 9-item checklist for studies reporting prevalence data [24], an 8-

item checklist for case reports [25] and a 10 item checklist for qualitative studies [26]. The 

checklists pose a series of questions regarding presence of specific information with response 

options “yes = 1”, “no = 0”, “unclear = 0”, and “not applicable= not scored” to guide appraisers 

toward conclusions about the methodological quality of a study or analysis.  (See Table 6,7,8). 

Did the team look out for the impact of these mental health conditions on those studied?
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The 9-item checklist was awarded an overall score of 9 with scores of 1-3, 4-6 and 7-9 indicating 

low, moderate and high quality. The 8-item checklist was awarded a score up to 8 with scores of 

1-3, 4-6 and 7-8 indicating low, moderate and high quality. The overall score of the 10-item 

checklist was 10 with scores of 1-3, 4-6 and 7-10 indicating low, moderate and high quality. The 

response score of each study were summed up to determine if the study was of low, moderate or 

high quality. 

 

3.0 RESULTS 

3.1 Characteristics of the included studies 

The search and screening processes is illustrated in Figure 1. A total of 19 articles were included 

in the review.  All of the included studies were published between 2014 and 2023. Out of the 19 

articles, 15 were quantitative, 3 qualitative and 1 case study. The participants were aged between 

17 and 76 years. In all 12,299 (adolescents, adults and the aged) made up the entire sample size 

for the nineteen (19) studies. The major findings in the included studies have been summarized in 

Table 5 (summary of data extracted from included studies). Most of the studies (n = 10, 52.6%) 

were conducted in South Africa, followed by Kenya (n = 2, 11.1 %), Uganda (n = 2, 11.1%) whilst 

the remaining were conducted in Malawi (n=1,5.5%), Tanzania (n = 1, 5.5%), Ethiopia (n = 1. 

5.5%) Nigeria (n = 1, 5.5%), and Parts of sub-Saharan Africa (n = 1, 5.5%). One study was 

conducted both in Zambia and Uganda (n = 1, 5.5%). For this review, the themes that appeared in 

at least two papers were kept.  

 

3.2 Prevalence of depressive symptoms in FLWHA 

 

When you add this last one then we have 20 studies. Please review the numbers and clarify.

Not clear what you mean by ‘Parts of Sub-Sahara Africa.’

You need to indicate if these  articles were peer-reviewed.

You to indicate how these reported mental health issues were measured; was it through use of any scale?

The arrangment of the results need to be looked at again. It should be according to the study/review objectives:
1. Prevalence of mental health on FLWHA
2. Impact of HIIV/AIDS on the mental health burden of FLWHA.
3. Risks, and protective factors of mental health problems among FLWHA
4.    Impact of mental health burden on HIV progression among FLWHA
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Data on the prevalence of depression were published by thirteen (13) studies (68.4%) [6,27–35]. 

According to the data that were retrieved, the prevalence of depressive symptoms varies from 5.9 

%, among HIV-positive women in Nigeria [35]  to 61% among HIV-positive women in Tanzania, 

[34] demonstrating the lowest to the highest depression symptomatology at different study 

locations. In all, 6882 (adolescents, adults and the aged) made up the entire sample size for the ten 

(10) studies. High prevalence rates were reported by two studies conducted in South Africa 56.3%  

[28] and Malawi 53.0% [29]. Relatively lower rates of depression were reported in two studies. 

Thus 5.7% in Nigeria [35] and 6.5% in South Africa [33]. In a case study conducted in Kenya on 

a 42 year old unmarried FLWHA, she indicated fifteen (15) symptoms corresponding to mild 

depression on the Beck Depression Index [36]. 

3.3 Prevalence of anxiety symptoms in FLWHA 

The prevalence of anxiety symptomatology was reported in three (3) studies [6,29,37] representing 

15.8% .The anxiety prevalence ranges from 28.9% among FLWHA in Ethiopia [6] to 61% among 

FLWHA in Uganda [37]. The reported anxiety prevalence in these three studies in terms of severity 

ranges from 61.0 % [37] in Uganda, 53.0% [29] in Malawi and 28.9%, [6] in Ethiopia. In all, 704 

FLWHA made up the entire sample size for the three (3) studies. 

3.4 Mostly used Mental Health Assessment Measures 

Among the 19 studies that formally assessed anxiety and depression, 16 (84.2%) used standardized 

scales/measures while 3 (15.8%) used semi- structured interview guide [38–40]. Among the 

sixteen (16) studies, five (5) used the Center for Epidemiologic Studies Depression Scale (CES-

D) [28,33,40–42], four used the Hopkins Symptom Checklist  (HSCL-25) [27,31,34,37], three 

used the Patient Health Questionnaire-9 (PHQ-9) [32,43], Five studies used different scales thus, 

This statement seems to be ‘hanging’ and out of place. It need to be moved of show to directly linked to the prvious and later sentences.

These two prevalence figures are different from the 61% reported from Tamzania. Are they still refering to depression or something else?

5.7 or 5.9 for Nigeria? You made mention of 5.9% prevalence rate in the earlier sentence

DId any of the articles report studies of depression and anxiety together? It will be goo to inlcude if available since your review was on mental health/disease.

This heading should be the first sub-heading under results for first objective (prevallence of mental disease among FLWHA)
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the Patient Health Questionnaire-2 (PHQ-2) [30], Beck's Depression Inventory II (BDI-11) [35], 

Beck's Depression index [36], the Hospital Anxiety and Depression Scale (HADS) [6], and the 

Emotional distress scale [29]. Most of the scales used were developed and validated in high income 

settings and therefore lacked contextual (cultural and non -specificity to the HIV population) 

validity. The reliability coefficient of the scales was not reported in a majority of the studies. 

3.5 Risks of mental illness in FLWHA 

Among the 19 studies included, seventeen (17) studies (89.4 %) [6,26–34,35–39,41,43] provided 

data on the risks, and predictors of anxiety and depression among FLWHA in different countries. 

Regardless of the country, and the type of mental health outcome, these risks factors appeared 

corroboratory. These risk factors include higher HIV viral load (VL) category, HIV/AIDS related 

stigma, sexual abuse, physical intimate partner violence (IPV), childhood trauma and 

posttraumatic stress disorder. Other risk factors included loss of self-esteem, experiences of 

discrimination, loss of life partners and or other family members, post-traumatic stress disorder, 

childhood traumas, poverty, educational status, victimization, living with people other than direct 

family members, homelessness, being single or divorced.  

In 11 of these studies [6,27,29–34,42–44], a univariate, multivariate or logistic regression analysis 

showed that sexual abuse, physical intimate partner violence, loneliness, enacted stigma, childhood 

trauma, post-traumatic stress disorder, young age, high viral load, having no formal education, 

divorce, unemployment and low social support increased the odds of depression and anxiety in 

FLWHA and was statistically significant (P ≤ 0.005). However, one study [37] showed there was 

no significant correlation (P ≥ 0.005) between depression/anxiety symptoms and educational 

status, employment status, and ART treatment status. 

Can you indicate which of the studies reported reliability coefficient? or you can report the ….. out of the 19 studies reported relaibility coefficient.

Which of these risk factors appeared most often in the 17 studies? Weighing on these factors will indicate which risk factors are most likely to bew reported.
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3.6 Protective factors of mental health problems in WLWHA 

Among the 19 studies included in this review, seven (7) representing 36.8% reported on protective 

factors against anxiety and depression symptomatology in different countries 

[6,28,33,35,37,39,44]. Specifically, five (26.3%) of these studies [6,28,35,37,44] reported on 

social support as a buffer against anxiety and depression. However, a study conducted  by Spies 

& Seedat [33] in South Africa among FLWHA reported that whiles childhood trauma and post-

traumatic stress symptoms contributed to depression severity,  resilience reduced the severity of 

depression, acting as a protective factor. One qualitative study found four coping mechanisms used 

by the participants as protective factors [39]. These FLWHA drew on indigenous local resources 

in their psychological re-framing of negative situations, mobilization of emotional and financial 

support from inter-personal networks, churches and HIV support groups. They also less commonly 

sought expert advice from traditional healers, medical services and or social workers. 

3.7 Impact of HIV/AIDs on Mental health of FLWHA 

Data on the impact of HIV/AIDS on mental health outcomes of FLWHA was gathered from seven 

(n=7) studies representing 38.9 % [6,27,28,35,38,40,42] from four countries with relatively 

different sample characteristics. Among these studies, HIV/AIDS was projected as a significant 

correlate for depression and anxiety. For example, the study conducted by [42] observed higher 

rates of depressive symptomatology among women infected with HIV compared to uninfected 

women. However, three (n=3) studies, representing 15.8 % [32,39,41] reported that HIV/AIDS 

was not an independent driver of anxiety and depression among FLWHA. Two studies also 

reported that knowledge of HIV/AIDS-positive status and self-disclosure of HIV status was 

significantly associated with a decrease in depressive symptoms [41,43]. 

While this sentence was almost a direct sentence from the abstract, it is dificult for someone reading it for the first time to identify the four coping mechanisms used by the research participants. It would have been better to write the four coping mechnisms clearer for any reader, and this can be found on page 13-19 0f the publication, specifically on page 13.

As indicate earlier, this heading should follow the flow of the objectives of the review. must be same as the objectives

7 out of 19 should be 36.6% as done in the earlier paragraph

I feel more confortable to quote the study according to standards, e.g., John A et al.
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3.8 Impact of mental health on HIV progression 

From the included studies for this review, 5 studies [27,34,41,43,44] reported on the impact of 

mental health burden on HIV progression among FLWHA. In one study conducted in Uganda and 

Zambia, it was noticed that depression at ART initiation was associated with an increased risk of 

deaths and incidence of severe anaemia among FLWHA. Again, in the same study, it was found 

that depression was not significantly associated with trajectory of CD4 T-cell reconstitution or the 

risk of immunologic failure but women with depression had increased risk of oral thrush (HR: 

1.15; 0.84-1.58; p=0.38) and wasting (HR: 1.22; 95% CI: 0.81-1.83; p= 0.34), but results were not 

statistically significant [34]. In three studies [27,41,44], higher depression scores were associated 

with reduced likelihood of being virally suppressed. In Govender et al [41], this observation was 

more likely among younger women (AOR = 0.87, 95% CI [0.78, 0.97], p < 0.05) than older 

women. Higher score of depression was also highly significantly associated with less utilization 

of HIV care services and delayed initiation of ART treatment (p < 0.01) [41] 

4.0 Discussion  

Over the past few decades, there have been an increasing focus on the mental health of women 

and young girls living with HIV/AIDs particularly in Africa due to their heightened vulnerability 

to mental illness in the context of HIV [6]. Secondly, the overburdened social roles, cultural, 

religious and political marginalization of women [4] even in a postmodern philosophical era 

further threaten the mental health of these vulnerable population. It is not surprising that research 

and publication on the mental health of FLWHA has gained a momentum boost. Nonetheless, these 

research and publications are stacked with individual journals and electronic databases making it 

difficult for policymakers and relevant stakeholders in the field to have a comprehensive 

The study referenced here was condcuted in Tanzania and not Uganda and Zambia as mentioned.
Secondly, while the key findings of mortality and severe anaemia were measured with statistical signifcance in the study, these authors did no mention these in thier review. They however went ot mention the one on oral thrush which was not statitically signficant. 
The sentenced as highlighted is not correct. The key finding of this study was “Under the assumption of causality, we estimate 36.1% (95% CI: 13.6-55.1%) of deaths among the study cohort were attributable to depression and its consequences. Depression was not significantly associated with trajectory of CD4 T-cell reconstitution or the risk of immunologic failure (p-values >0.05).”
I recommend this part be rewritten. In addtion, the name of the study should be mentioned as it indicates to a large extend to the reader what the study is about.
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synthesized understanding of the recent developments and evidence regarding mental health 

burden in FLWHA in Africa. 

4.1 Prevalence of depression and anxiety. 

Based on the overall pooled prevalence estimates, the prevalence of depression and anxiety was 

5.9% to 61.0% and 28.9% to 61.0% respectively [6,27,28,30–34, 36,42,43, 41] 

Moderately higher levels of depression (45.4%) [45] and anxiety (29.5%) [46] have been reported 

in the USA and Canada. This reveals the commonalities and realities of mental health issues among 

this population even across countries with different cultures, geopolitics and socioeconomic 

indices. That notwithstanding, the literature shows people who are disadvantaged socially and 

economically are more likely to develop depression [47]. The high prevalence rate in this review 

emphasizes the need to integrate mental health interventions in the HIV care cascade with special 

focus on women. 

The pooled prevalence rates varied substantially across the individual studies due to the different 

measurement scales, sample size, and geographical context. Even for studies that used the same 

measurement scale, information on the item number, cut offs and number of included somatic 

symptoms varied explaining a part of the variability in the data on prevalence rates. Given the 

earlier concerns of under detection and under diagnosis of depressive and anxiety symptomatology 

in FLWHA in Africa due to cultural/religious need to suppress the condition rather than reporting 

and/or clinically manifesting symptoms [16,48], prevalence rates higher than what is reported in 

this study is possible. It is crucial that the existing measures/scales for depression and anxiety are 

modified and assessed for cultural validity. Dessauvagie et al., [49] has argued that scales 
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developed and validated in high-income settings may be inappropriate in diagnosing and 

quantifying the magnitude of mental health burden in resource-poor settings. 

4.2 Risk factors of depression and anxiety in FLWHA.  

Our study highlighted a number of intersectional stressors that were considered as the most 

prevalent and strong predictors of depression and anxiety in the context of HIV. These factors 

individually or jointly mediated at least a part of the relationship between mental health and HIV. 

For instance, intimate partner violence (IPV) which affects about 30% of women globally and 

more prevalent in sub-Saharan Africa (36% of women) [50] were identified by four studies [30–

32,44] as a strong predictor of depression and anxiety in FLWHA.  Stigma has shown to negatively 

impact the quality of life (QoL), social and psychological health and well-being of persons living 

with HIV [4,51]. The effect of stigma on QoL is revealed in this review as five studies identified 

stigma [6,29,32,34,44] to predict mental health outcomes for FLWHA in Africa.  A UNAIDS [51] 

report uncovered that pervasive stigma and mental health issues are associated with barriers to 

access to and engagement in health care. Childhood trauma and posttraumatic stress disorder were 

implicated in two studies [33,42] to independently predict depression in FLWHA. The findings in 

this review align with findings from both low- and high-income countries [52–55]. Collaborative 

efforts of major stakeholders, health workers, and the community are needed to curb the deleterious 

mediating effects of these factors on the mental health of FLWHA. Community and healthcare 

sensitization against stigma [51], the empowerment of women and young girls [56], 

psychotherapeutic and cognitive behavioural interventions [4] may be crucial and advantageous at 

this point as such interventions have proven promising to ultimately impact the mental health 

outcomes of FLWHA. 
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4.3 Protective factors against depression and anxiety  

Social support and resilience may not only have main effects on the mental health outcomes of 

women living with HIV/AIDS, but may moderate or buffer the negative effects of external and 

internal stressors on mental health of FLWHA. In one of the studies  [6], Pearson’s’ rank 

correlation showed that social support had a significant negative correlation with depression. 

Seven studies [6,28,33–35,37,44] reported on the buffering effects of social support and resilience 

on depression and anxiety. In addition to their main effects, social support and resilience may 

function as moderators [57] to decrease the effect of stigma, intimate partner violence, sexual 

abuse, childhood trauma and posttraumatic stress disorders on the mental health of FLWHA. 

Therefore, women and young girls living with HIV in Africa may benefit greatly from mental 

health interventions that focus on building social support and resilience. 

4.4 Impact of HIV/AIDS on the mental health of FLWHA in Africa 

There is enough evidence to suggest that depression is a commonplace for FLWHA and previous 

research have argued that an HIV diagnosis may exacerbate preexisting mental illness or lead to 

depression and anxiety symptomatology given the psychosocial distress associated with managing 

HIV/AIDs  [4,8] especially in Africa. In this current review, HIV/AIDS was projected as the 

consistent and enduring risk factor for depression and anxiety by seven studies. This is supported 

by a previous systematic review and meta-analysis [58] that mental health burden is a logical 

outcome of HIV/AIDs.  

However, contradictory findings on HIV and mental health outcomes emerged in this review. Three 

studies [32,39,41] observed that HIV diagnosis was not an independent predictor of depression 

and anxiety. Nonetheless, its association with other risk factors are enough to evoke psychological 
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distress among people living with HIV/AIDS [39]. In addition, the review identified that 

knowledge of HIV positive status was significantly associated with a decrease in depressive 

symptoms [41,43].These divergent outcomes in the evidence is likely because, as discussed 

previously mental illness in clinical practice is highly underdiagnosed in SSA [16]. Secondly, the 

lack of a single validated culturally sensitive scale may also contribute to these discrepancies. 

Lastly, the lack of training for clinicians and the poor integration of mental health in routine HIV 

care contribute to the under detection and underdiagnosis of depression and anxiety [58]. Albeit, a 

UNAIDS [51] report also had this to say: “Depression, anxiety and HIV are mutually reinforcing” 

4.5 Impact of mental health on HIV progression 

The presence of depression in FLWHA in the present review was associated with delayed initiation 

of ART treatment, decreased likelihood of virologic suppression, increased in opportunistic 

infections, less utilization of HIV care services and higher HIV- related mortality [27,34,41,43,44]. 

Previous studies have also established a relationship between mental health and HIV disease 

progression [4,57]. It is possible that mental illness may have clinically measurable biological and 

physiological implication on viral load and physical outcomes of people living with HIV/AIDs 

[27]. Relationships in the opposite direction is also likely as a few studies have identified ART 

mediated viral suppression to be associated with a decrease in the severity of depression symptoms 

[59]. The findings from this review suggest that the lack of screening for and treatment of 

depression and anxiety among FLWHA has detrimental effects on their HIV related health 

outcomes. The integration of mental health services into the HIV care continuum may be an 

important step towards the achievement of UNAIDS 95-95-95 treatment targets by 2025 and may 

as well address the bidirectional links between mental health and HIV. 
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Strengths and weaknesses of this review 

One of the strengths of this review is that it contains data from many studies, compared to earlier 

reviews. Also, the methodological quality of the studies included in this review is generally of 

moderate quality. The majority of the studies recruited collected data using standardized measuring 

instruments. Also, three reviewers scrutinized and worked in collaboration to select papers for 

inclusion and on data extraction to avoid selection or data extraction biases. Furthermore, the 

reviewers followed strictly, the predetermined inclusion criteria and selected only articles that met 

the inclusion criteria. 

Regardless, this review has weaknesses and so the results should be interpreted in the light of its 

limitations in mind. First, due to the purposive inclusion criteria used to inform this research, the 

articles in the final sample cannot represent what has been done in the field of mental health and 

HIV. Only 5 databases were searched, and so it is possible that other relevant articles could have 

been left out. The exclusion of articles published in languages other than English may have 

contributed to evidence collection bias. However, they were eliminated because of the cost of 

translation. 

 

Conclusion and recommendation 

There was high prevalence of depression and anxiety among FLWHA in Africa. This review 

revealed that the increased burden of mental health issues among this population were mediated 

by intersectional stressors such as stigma, intimate partner violence and trauma. Social support and 

resilience appeared to moderate the relationship between HIV/AIDS, intersectional stressors and 

Which earlier review were the authors refering to?
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mental health burden (depression and anxiety) among FLWHA. A mediation and moderating 

analysis are needed in the future to authenticate this. 

There were contradictory findings on predictive main effect of HIV on mental health burden. While 

some studies showed an increased in depression and anxiety symptomatology in the face of an 

HIV diagnosis, others’ findings suggested there was no significant relationship between HIV and 

mental health burden in FLWHA. The lack of existing true experimental findings on HIV and 

mental health outcomes could account for these discrepancies and the lack of conclusive evidence. 

Future studies should focus on establishing a causal relationship between HIV and mental illness 

through experimental studies.  

The current evidence on depression and anxiety among FLWHA in sub-Saharan Africa is 

inadequate and non-widespread as the majority of the studies reporting on this public health 

menace is concentrated in the South and East of Africa. There also exist substantial methodological 

limitations in most of the studies. Small sample size, unclear justification of sample size used, and 

unclear methods of recruitment (sampling methods) resulting in selection bias, a decrease in the 

statistical power and increased alpha. Future studies should employ standardized methodological 

approaches, use sufficiently large samples and utilize a robust statistical analysis. 

Given the frequency of stresses and mental health issues that FLWH experience, as well as the 

relationship between the symptoms of mental illness and suboptimal disease treatment, a cost-

effective, feasible mental health interventions tailored to the unique and cultural needs of this 

population are crucial. 
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