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ABSTRACT
Introduction  Data are limited on the impact of stigma 
(stigma associated with HIV and/or stigma related to old 
age (ageism) or both) on linkage to the HIV care cascade 
among older persons (aged 50 years and older) in sub-
Saharan Africa (SSA). Studies have documented the 
prevalence and determinants of HIV testing, antiretroviral 
therapy (ART) use and viral load suppression among older 
people in Africa. However, there is a need to conduct a 
systematic review to synthesise the findings on the impact 
of stigma on the HIV care cascade among older people in 
SSA. The objective of this systematic review is to collate 
the findings on the impact of stigma on the HIV care 
cascade among older people aged 50 years and older in 
SSA. The major research question is: what is the impact of 
stigma on the HIV care cascade among older persons aged 
50 years and older in SSA?
Methods and analysis  We will search MEDLINE via 
PubMed, Web of Science Collection, Academic Search 
Premier from the EBSCO platform, Cochrane Central, JBI 
EBP, Global Health, Social Policy and Practice and Health 
Management Information Consortium for articles published 
in English from 2000 to June 2024. The search strategy 
will include variations of the following terms: HIV, HIV 
cascade, HIV testing, HIV care or linkage to care, retention 
in care, viral suppression, older persons, stigma, HIV-
related stigma, age-related stigma, ageism, discrimination 
and intersectional stigma. In terms of study characteristics, 
the following will be included: epidemiological studies/
observational studies/randomised controlled trials and 
qualitative studies on the HIV care cascade (ie, HIV testing, 
linkage to care, retention and viral suppression). We will 
restrict eligibility by focusing on the older population 
(older persons aged 50 years and older living with HIV) 
in SSA. The planned limits include timing (2000–2024), 
geographical coverage (SSA), language (English), copyright 
(open access publications) and age of the population (50 
years and older). The primary and secondary outcomes are 
drawn from the HIV care cascade, including HIV testing, 
linkage to care, retention in care and adherence to ART.
Ethics and dissemination  Ethics approval is not needed 
since this is a systematic review based on published data. 
Dissemination will be done by submitting scientific articles 
to academic peer-reviewed journals. We will also present 
the results at relevant conferences and meetings.

PROSPERO registration number  CRD42024534675.

INTRODUCTION
Background and context
HIV remains a major public health problem 
globally, disproportionately affecting sub-
Saharan Africa (SSA).1 The estimated preva-
lence of HIV infection among the 74 million 
older persons (aged 50 years and older) in 
SSA is 4%, compared with 5.0% among those 
aged 15–49 years.2 Two pathways account for 
HIV among ageing populations. First, the 
effectiveness of and the increased access to 
antiretroviral therapy (ART) have resulted 
in longer, healthier and more productive 
lives for people living with HIV (PLHIV).1 3–6 
Second, some older people get infected with 
HIV at old age. For example, HIV prevalence 
in some African countries is estimated at 25% 
in Botswana, 6.8% in Uganda and 30% in 
Swaziland.2

The Joint United Nations Programme on 
HIV/AIDS (UNAIDS) estimates that the 
number of people over 50 years old with HIV 
infection globally will have increased from 
4.2 million in 20147 to over 20 million by 
2040.1 In SSA, which accounts for 78% of the 
global PLHIV population, over 15% of PLHIV 
are over 50 years old, and modelling predicts 
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that by 2040 this proportion will increase to 27% and the 
number of older PLHIV to over 10 million.8 Particularly 
in low-income to middle-income countries, there is a 
paucity of data on the health status of the growing popu-
lation of older people with HIV.9 Research is needed to 
address critical gaps in our understanding of the impact 
of ageing on the health of PLHIV and the nature of the 
accelerated ageing process.

The challenges of HIV and ageing include the gero-
science underlying the high multimorbidity burden in 
older PLHIV and psychosocial issues such as loneliness 
and reduced social support.3 5 Jointly, these complexities 
result in delayed HIV presentation among older adults 
and further compound the already limited adaptability of 
healthcare systems to the growing population of people 
ageing with HIV and comorbidities.3 5 The complexities 
also create barriers to accessing protective health infor-
mation and early HIV testing. Consequently, nearly half 
of older PLHIV are diagnosed late in the course of the 
disease.4 10

Another key challenge related to HIV and ageing is 
intersectional stigma, defined as the interdependent and 
mutually constitutive relationship between social identi-
ties and structural inequities.11 Stigma broadly refers to the 
discrediting, devaluing and shaming of a person because 
of the characteristics or attributes that they possess.12 
Stigma among older people is intersectional and multi-
faceted, arising from age (ageism), HIV seropositive 
status (HIV-related stigma), as well as proneness to several 
infectious and non-communicable diseases. Ageism refers 
to prejudice (how we feel), stereotyping (how we think) 
and discrimination (how we act) against people or oneself 
based on age.13 14 Ageism presents a barrier to addressing 
challenges faced by older PLHIV15 and is often compli-
cated by sexism. In addition to comorbidities associated 
with age, PLHIV aged 50+ years old are more stigmatised 
than individuals aged 50+ years without HIV.16

HIV-related stigma has been established in several 
studies as a major barrier to HIV care, and older PLHIV 
may experience intersectional stigma resulting from HIV, 
ageism, as well as the complex interaction of various 
social, psychosocial and economic factors,17 which dispro-
portionately affect an individual’s well-being. Stigma 
affects HIV testing by gender disproportionality, with 
men testing less than women in South Africa.18 On the 
other hand, access to healthcare before old age is gender 
disproportionate.19 This will then have spillover effects 
on internalised stigma. Among older PLHIV, stigma has 
been found to interfere with the ability to access and use 
HIV services, as well as with continuity in care.20 Conti-
nuity in care includes adherence and retention.

Rationale
Systematic reviews on HIV have focused on the general 
population or men sleeping with men, and not among 
older persons, and on only one aspect of the HIV 
cascade.21–23 Data are limited on the influence of psycho-
social determinants of the HIV care cascade among 

older people aged 50 years and older in SSA. Evidence 
on the impact of stigma on the HIV care cascade among 
older persons in SSA is limited and has not been synthe-
sised.2 24 25

Growing evidence shows that older PLHIV are left 
behind in all stages of the HIV care cascade, starting from 
testing and extending to linkage, continuity in care and 
attaining viral suppression.10 24 26 Existing data suggest a 
low prevalence of HIV testing (<5%), which decreased 
by age, for older adults aged 50–64 years.27 Studies have 
documented the prevalence and determinants of HIV 
testing, ART use and viral load suppression (VLS) among 
older people in Africa.10 24 26 Therefore, there is a need to 
conduct a systematic review to collate the findings on the 
impact of stigma on the HIV care cascade among older 
people in SSA.

Objective
The objective of the proposed systematic review is to 
collate the findings on the impact of stigma on the HIV 
care cascade among older people aged 50 years and older 
in SSA. By systematically analysing available literature, 
we seek to provide an understanding of the unique chal-
lenges and barriers faced by older PLHIV in accessing and 
using HIV testing services, linkage to care, retention in 
care and viral suppression in SSA. We propose to conduct 
a systematic review of evidence on the above-mentioned 
areas in SSA over the last two decades (2000–2024).

The primary review question is: what is the impact of 
stigma on the HIV care cascade among older persons 
aged 50 years and older in SSA? The following are the 
secondary review questions:

	► How do intersectional stigma and HIV-related stigma 
influence the HIV care cascade among older PLWH 
in SSA?

	► How does ageism relate to stigma to influence the 
HIV care cascade among older PLWH in SSA?

	► How does stigma work through loneliness, social isola-
tion, social support and social connection to influence 
the HIV care cascade among older persons in SSA?

METHODS AND ANALYSIS
This systematic review protocol follows the Preferred 
Reporting Items for Systematic Review and Meta-Analysis 
Protocols reporting guidelines.28 The results from 
each included study will be meticulously extracted into 
predefined data extraction spreadsheets.

Eligibility criteria
Table 1 summarises the eligibility criteria. The eligibility 
is determined by the population, exposure and outcome 
framework.29 We will restrict eligibility by focusing on the 
population of older persons aged 50 years and older living 
with HIV in SSA. In Uganda, during the drafting of the 
policy for older persons in 2009, age 60 years and older 
was used because it coincides with the retirement age of 
60 years in civil or public service.30 31 However, the WHO 
recommended using age 50 and older to define older 
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persons in SSA. The rationale was the low life expectancy 
in most African countries and that persons aged 50 and 
older in SSA might share similar characteristics, such as 
health and functional limitations, as those aged 60 and 
older.32 Subsequently, several studies adopted age 50 and 
older as an appropriate definition of old age in SSA coun-
tries, including Kenya,33 34 Uganda35 and South Africa.36 
Such studies include the WHO Study on Global AGEing 
and Adult Health and the INDEPTH network. These have 
used age 50 years and older to define older persons.37–42 
Therefore, age 50 years and older is used to define older 
persons in this study, according to the WHO recommen-
dation.32 In addition, in terms of study characteristics, this 
systematic review will include epidemiological studies, 
observational studies, randomised controlled trials and 
qualitative studies on the HIV care cascade (ie, HIV 
testing, linkage to care, retention and viral suppression).

The exposures are varied based on the HIV care cascade 
outcomes.43 44 For HIV testing (the first 95), the expo-
sure is being susceptible to HIV. For HIV treatment (the 
second 95), the exposure is living with HIV. For VLS (the 
third 95), the exposure is being on HIV treatment. Other 
related exposures include HIV stigma (intersectional and 
internalised stigma) and age-related stigma (ageism).

The outcomes include both primary and secondary 
outcomes and are drawn from the HIV care cascade, 
including HIV testing, linkage to care and viral suppres-
sion.43 44 The primary outcomes are HIV testing and 
HIV treatment (initiation, adherence and retention). 
The secondary outcome is VLS (the third 95). The study 
setting/context of the review will focus on SSA, where 
there is limited evidence on the effects of stigma on HIV 
outcomes among older PLHIV.

Eligibility also includes characteristics including years 
of publication, language and publication status. We will 
include studies of peer-reviewed articles covering two 
decades (2000–2024) that are published in the English 
language. We spread the duration to at least two decades 
to coincide with the Madrid International Plan of 

Action on Ageing of 2002, which added HIV as an issue 
affecting ageing populations.45 We will exclude confer-
ence abstracts and papers, animal studies and studies 
published in languages other than English. In addition, 
studies that are not from SSA will be excluded.

Information sources
The intended information sources include electronic 
databases, contact with study authors, trial registers and 
grey literature.

Electronic databases
In consultation with an experienced librarian, we will 
search MEDLINE via PubMed, Web of Science Collec-
tion, Academic Search Premier from the EBSCO plat-
form, Cochrane Central, JBI EBP, Global Health, Social 
Policy and Practice and Health Management Information 
Consortium from 2000 to June 2024.

Contact with study authors, experts or stakeholders
We will also contact authors or specialists in ageing and 
HIV for additional references or articles on HIV and 
ageing in SSA. Practically, we will contact the authors with 
the highest impact publications in this area.

Hand searching
We will supplement our search by reviewing the reference 
lists of eligible studies and review articles. In addition, 
we will search for major HIV national and international 
conferences. These include the Joint Annual Scientific 
Health, the International AIDS Society and the Interna-
tional Conference on AIDS and STIs in Africa up until 31 
July 2024. However, conference presentations will not be 
included. We will restrict the search by date (2000–2024) 
and language of publication (English only).

Reference searches
For reference searches, both forward and backward 
citation searches will be conducted. Forward citation 
searching will involve identifying cited articles that were 

Table 1  Eligibility criteria based on the PEO framework

PEO Inclusion criteria Exclusion criteria

Population 	► Individuals aged 50 years and older living with HIV 
and residing in sub-Saharan Africa.

	► Individuals under the age of 50.
	► Individuals residing outside of sub-Saharan Africa.
	► Studies focusing solely on populations other than those 
50 years and older.

Exposures 	► Confirmed diagnosis of HIV infection through 
laboratory testing or medical records.

	► Studies assessing the utilisation of HIV care and 
treatment services among older individuals.

	► Ageism and stigma studies.
	► Social support studies.

	► Older people aged 50 years and older without HIV.
	► Studies not evaluating (related to) HIV care and 
treatment.

Outcomes 	► HIV testing, care and treatment, adherence, retention 
and viral load suppression.

	► Studies not reporting on HIV care and treatment 
utilisation among older individuals.

	► Studies lacking relevant outcome measures or 
sufficient data for analysis.

PEO, population, exposure and outcome.
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included in the studies, while backward citation searching 
will entail reviewing the reference lists of relevant articles 
to identify additional studies that may meet the inclusion 
criteria. The chain or snowball searching method will 
ensure comprehensive coverage of relevant literature and 
will identify any additional studies that may have been 
missed during the initial database search.

Search strategy
Online supplemental annex 1 summarises the search 
strategy. The search strategy will focus on electronic 
journal databases, hand searching, reference searches and 
consultation with experts in the field. The search terms 
will include HIV, HIV cascade, HIV testing, HIV care or 
linkage to care, retention in care, viral suppression, older 
persons, stigma, HIV-related stigma, age-related stigma, 
ageism, discrimination, and intersectional and internal-
ised stigma, among others.

The key explanatory variables for data collection will 
include ageism, stigma (intersectional and internalised), 
social isolation, loneliness and social connection. Addi-
tional search terms include social network, social support 
and social connection.46 The search terms will be adapted 
from existing studies.46 47

The planned limits include timing (2000–2024), 
geographical coverage (SSA), language (English), copy-
right (open access publications) and age of the popu-
lation (50 years and older). The literature search is 
planned from November 2023 to October 2024 (online 
supplemental annex 2).

Data management
Two people will independently extract the data (SOW and 
JN), and disagreements between individual judgments 
will be resolved by consulting the other team members 
(AAK, MO, FCS, AK, MK and LB). Data extracted will 
be recorded in a Microsoft Excel spreadsheet previ-
ously built, approved and tested by all the review team 
members. Where full texts cannot be retrieved online, the 
researchers or their teams will be contacted via ​research-
gate.​net or by email. All citation details will be managed 
using EndNote or Mendeley Desktop.

Selection process
The process that will be used to select the studies is 
working as a team of two independent reviewers through 
each phase of the review. The different phases of the 
review will include screening, eligibility and inclusion in 
meta-analysis.48 The selection criteria/eligibility will be 
based on published peer-reviewed journal articles.

There will be two stages of screening. The first stage 
will be title and abstract screening, and the second stage 
will be full-text screening. Two reviewers (SOW and JN), 
working independently and in duplicate, will screen the 
titles and abstracts of the identified studies using the 
predefined inclusion and exclusion criteria. Any article 
with clear eligibility based on this screening will proceed 
to full-text review. Following this step, the two reviewers 

(JN and SOW) will convene to collectively evaluate each 
paper’s suitability for inclusion in the systematic review. 
Later, they will access and review the full texts of the 
records identified. Reviewers will resolve discrepancies by 
discussion, or when necessary through adjudication by a 
third party.48 Disagreements will be resolved by consulting 
a third reviewer (AAK). In the end, a meeting will take 
place where both reviewers converge their results.

Data extraction process
The planned method of extracting/charting the data 
from reports is using piloting forms, done independently 
or in duplicate. In case of discrepancies or disagreements, 
a third author will arbitrate by independently reviewing 
the disputed articles and making the final determination 
regarding their inclusion.48 In addition, emails will be sent 
to obtain and confirm the data from the investigators.

The data extraction process will involve a thorough 
review by two independent authors (SOW and JN) of 
the database of searched results.48 The data extraction 
process will encompass several key elements from the 
included studies. These include comprehensive details 
of any intervention(s) examined, the study design 
employed, descriptive statistics characterising the study 
groups (such as age, gender distribution, etc), documen-
tation of both primary and secondary outcomes reported 
in the included studies, and a thorough summary of the 
study results.

Data items
Data extracted from each eligible primary study include 
the authors and publication date, intervention, sample 
size, experimental groups, materials used, results and 
main conclusions. The key explanatory variables for data 
collection include age-related stigma (ageism), social 
isolation, loneliness and social connections.46 Other expo-
sures are HIV-related stigma and intersectional stigma. 
Their search terms are adapted from existing studies.49 50

Outcomes and prioritisation
The primary and secondary outcomes are drawn from the 
HIV care cascade commonly referred to as the UNAIDS 
triple 95 (95-95-95):

In December 2020, UNAIDS released a new set of am-
bitious targets calling for 95% of all people living with 
HIV to know their HIV status, 95% of all people with 
diagnosed HIV infection to receive sustained antiret-
roviral therapy, and 95% of all people receiving an-
tiretroviral therapy to have viral suppression by 2025. 
This was adopted by United Nations Member states in 
June 2021 as part of the new Political Declaration on 
HIV and AIDS.43 44

Therefore, the primary outcomes in this study include 
HIV testing/diagnosis and HIV treatment/linkage to care 
(the first and second 95). Related to the second 95, HIV 
treatment initiation, adherence and retention in care will 

https://dx.doi.org/10.1136/bmjopen-2024-091718
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also be included. Finally, the secondary outcome is VLS 
(the third 95).

Risk of bias assessment
We will use the Mixed Methods Appraisal Tool (MMAT) 
to assess the risk of bias (ROB; quality) of the studies. ‘The 
MMAT is intended to be used as a checklist for concom-
itantly appraising and/or describing studies included in 
systematic mixed studies reviews - including original qual-
itative, quantitative, and mixed methods studies’.51

For randomised trials, we will use the revised Cochrane 
‘Risk of bias’ tool for randomised trials (RoB V.2.0).52 
For non-randomised studies, we will use the ‘Risk of bias’ 
tool called ROBINS-I.53 We will use the robvis (Risk-of-
bias VISualization) to create ROB plots.54 55 The following 
criteria will be assessed: randomisation of samples, sample 
size calculation, reproducibility of methods, standardisa-
tion of the outcome assessment, blinding of the outcome 
assessment and correct reporting of outcomes.

The ROB assessment will be done by two reviewers 
(SOW and JN), working independently and in dupli-
cate to collect/extract data about the ROB of the 
eligible studies.48 Discrepancies will be resolved through 
consensus by reaching out to a third member of the 
review team (MN).

Data synthesis
Data synthesis will include narrative and quantitative 
syntheses. The findings will be synthesised narratively 
within the results section and interpreted in the subse-
quent discussion sections.

Under quantitative synthesis, we will have to do a 
subgroup analysis. We will decide on the subgroups 
later. We intend to report categorical characteristics as 
proportions and percentages and continuous character-
istics as median and IQR.48 Additionally, the potential for 
conducting a meta-analysis will be evaluated based on the 
coherence and variability of the extracted data from the 
included manuscripts in the final library. Also, the type of 
meta-analysis will be either random effects or fixed effects 
meta-analysis. Where meta-analysis is not possible, we will 
report the range and distribution of the results from the 
primary studies.56 We will report our results using the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses reporting guidelines.28 57 58

Meta-biases
We will consider publication biases and other forms of 
biases in individual studies. We will use the Doi plot and 
the Luis Furuya-Kanamori index, a quantitative indicator 
of Doi plot asymmetry, to detect publication bias.59 60

Patient and public involvement
None.

ETHICS AND DISSEMINATION
Ethics approval is not needed since this is a systematic 
review that is based on published data. Dissemination 

will be done by submitting scientific articles to academic 
peer-reviewed journals. We will also present the results 
at relevant conferences and meetings. Any changes to or 
deviations from the protocol will be detailed in the publi-
cation of the results. Data will be published in and will be 
accessible from the Dryad Data Repository.

X Moses Ocan @MosesOcan
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