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[bookmark: _Toc108646455]ABSTRACT 

Stigma is considered a negative approach by people and to people that are infected with HIV/AIDS in UK, this has resulted in suicide and attempted suicide from PLWH during and after the pandemic as the impact of stigma to PLWH was generally extended from most level of encounter, from health, society, and sexism during the earlier phase.
Systematically we are going to review the cause of stigma with focus on some aspect by defining, measuring and evaluating on the cause of stigmata ion on PLWH combine with the impact it had on people involved with emphasis on internalised and enacted stigma, it impacts with HIV positive in gay communities and health workers stigma.
And from random articles from google scholars and PUBMEDS with different authors to identify the gaps and make comparison through reliable sources to equally look at government interventions and way forward by analysing the impact then and now.
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[bookmark: _Toc108646456]     INTRODUCTION.

HIV is human deficiency virus that kills the cells of the immune system, preventing them to fight infections or diseases, allowing cells to become vulnerable for HIV, there is no cure but manageable by medication. But it can develop to acquired immune deficiency syndrome (AIDS) if left untreated, because of the nature of infection, people tried to be protective of themselves by avoiding or isolating people that were infected. The beginning of the pandemic was a chaos, unlike COVID-19, there was no early vaccines and there was no trust of who had it or not, as being infected then was a death wish.
Unlike in the beginning of the pandemic when it was inevitable death, it has become a manageable sickness like some other diseases, there are preventive measures now and medication to live older.
The origin according to most researchers was from Congo in Africa and was attributed to transfer of blood from the hunting of chimpanzee allowing it spreading to the world.
“It was first identified in 1981 through a patient”, Gallo & Montagner (2003).
[bookmark: _Int_TRMNq9tW][bookmark: _Int_NFy99Zwb][bookmark: _Int_gnEYGC8W][bookmark: _Int_6bV6buw9][bookmark: _Int_FQJ7DZqc][bookmark: _Int_qIjUOSuG]However, HIV origin was debated for years as instances of the infection, Narendar, Han & Vuichard (2019) “was found in tissue samples from Norwegian sailor who died in 1976”, he might have been on safari, and “HIV was found in tissue sample from an American teenager who died in St louis in 1969”. “The truth about the origin was in straightforward evidence as to the spread to U.S.A in the conference of retroviruses and opportunistic infections in Los Angeles,” data was presented showing that HIV possibly got to Haiti from Congo by a single infected person in around 1966”. If became public in 1981 and there have been previous related cases since 1966, the origin could still be a misery as Norwegian sailor and teenager from ST louis are not Congolese, but there are possibilities that they must have had an encounter with chimpanzee from Congo or a Congolese.
World health organisation, WHO (1991) forecasted that by the 2000, the global people affected would be 40 million and would be the deadliest infection in human history, Bartos et al (2001) “people living with Aids as of 2001 are 36 million while 20 million has died, UNAIDS(2021) “by 2020, 36.3 million people have died from Aids – related diseases worldwide, since the start of the pandemic.
 There was resentment towards people with the symptoms, but studies eventually explain that infection can only occur through unprotected sex, blood transfusion, and sharing of usable appliances like needles, the development of medical research provided a solution where aids patient can live long and live a normal life like people without HIV/Aids with administration of medicine, yet there is still exclusion, Caps (2006) “ negative attitudes towards people with HIV have been recognised since the beginning of pandemic , despite public education, programmes and equal rights legislation, stigmatization continue to be widespread and can affect many aspects of life”, it is believe that the  death rate, no cure and the symptoms contributed to fear people had possibly towards the disease that escalated the exclusion from HIV at the beginning, even families of affected patients were sceptical and had preventive measures in place.
 HIV was also linked to poverty Parkhurst (2010) “poverty can facilitate a higher inflow of susceptibility to risk group and poor countries may have a higher prevalence”, Bhatta, Liabsuetrakul & Mcneil (2017) “it is essential to recognise the social determinant of quality of life, to plan better social and health care services and consequently improve functions and wellbeing state of HIV infected patients, on the other hand, understanding the behavioural aspect of QOL may lead providing specified further assistant and consequently improve quality of life”, “ Social and demographical programme that are integrated systematically for HIV/AIDS patients are helpful strategies that could possibly impact their quality of life with better health care services access and could reduce the risk of transmission”(Degroote, Vogelaars & Vandyck 2014), “there is evidence to show that issues associated with mental health, and physical health, social support, sociodemographic are highly related to quality of life” (Lan, Yang & Yuan et al 2016).
The pandemic has become a global problem without much emphasis on the problems those involved are going through and the impact of societal and governmental influences in their lives by means of support towards societal inclusion.
Aims and purpose of this writing is to understand the difference of stigma and discrimination that people living with HIV/AIDS were facing from stigma ranging from getting it as heterosexual who got HIV, to men that have sex with men and stigma from multidisciplinary bodies like nurses and care givers then and now, 

[bookmark: _Toc108646457] LITERATURE REVIEW.

[bookmark: _Toc108646458]STIGMA THEN AND NOW AGAINST HIV/AIDS IN UNITED KINGDOM.
 
[bookmark: _Toc108646459]GENERAL STIGMA.
The purpose of this paper is to systematically review the intricacies of stigma within and outside people living with HIV.
[bookmark: _Int_m7IEOMJa]The definition of stigma according to oxford dictionary is a mark of disgrace associated with a particular circumstance, this brings about inferiority complex and the believe that nobody wants me which can develop to lots of health problems and enacted stigma is the disapproval of or against an individual and this can brings self-blame, and blame from society for them being responsible for their infection, discrimination, stereotyping, and withdrawal and sometimes resulting in self harm, refusal to treatment and suicide, (Goffman 2009) “HIV- related stigma in this context has been defined as discounting, discrediting and discriminating against people perceived to have HIV”.
[bookmark: _Int_7A5fuqIA][bookmark: _Int_o5ITIpRu][bookmark: _Int_z4gXH8Lc]The media contributed to misguiding the opinion of the community, which lead to incident of abuses, aggression and exclusion. The community general belief then was that people with HIV is contagious as one person got infected, everyone gets infected. Mahajan et al (2008) “HIV stigma can be defined as labelling, stereotyping, segregation or discriminating against people living with HIV by social, political, and economic means”. “Enacted stigma is the experience of negative reactions directed at people living with HIV from societal members,” (Hedge et al 2021). Supported by Turan et al (2017) “ community stigma which refers to a person perception of the severity of stigmatizing altitudes that exist socially has been found to interact with internalized stigma to produce adverse outcome for the people", the community was in fear then for unawareness,  When people realised there was no immediate cure to the disease and provision for support was not in place, Croxford et al (2017) explain “the suicide rate among men diagnosed with HIV in the UK in the post ART era is twice that of the general population, and five times higher than the general population one year after diagnosis”. People then and now did not and don’t realise the impact of their actions to other people. Most PLWH would prefer to avoid communal contacts by refusing treatment and withdrawn leading to depression or mental illness and sometimes committing suicide.  
Stigmatizing people living with HIV/AIDS continue in UK despite medical improvements, lectures, seminars, awareness and knowledge. HIV/AIDS related stigma is still pervasive and plays a unique and disturbing role for the growing number of people living with or affected by the condition, Veinot (2010), “in the UK prejudice and stigma remain a reality to a substantial number of people with or affected by the condition", House of lord (2011), Community is still in fear undermining the education that surround HIV/AIDS.
Depression is most common with PLWH as lots of factors are responsible, “this includes the sadness and grief that come with initials diagnosis, the stress of living with a chronic illness, challenges of getting needed social support and internalized stigma” (Grov et al 2010)

[bookmark: _Toc108646460]STIGMA ASSOCIATED TO GAY COMMUNITY.
Unlike in the early days, HIV/AIDS was associated to group of people, it is now a common knowledge that anyone can have it, ( Public health England, 2019) “ the epidemic is relatively small in the UK , with an estimated 103,800 people living with the condition , disproportionally affects , gay, bisexual and other men who have sex with men", Hoppe (2018) emphasis that “associating a disease outbreak with identity, group in the early outbreak, may be particularly consequential”, with the assumption that having HIV is having oneself to blame for the disease, and people then and now still believe that the transmission of the virus is most likely between gay men. “In 2016 there were 2,236 new HIV diagnoses among men sleeping with men in England, of those nearly 49%; 1,096 lived in London "Public health England (2017). Lott et al (2022) “stigmatization may prompt gay, bisexual, queer and other men who have sex with men to avoid or delay HIV testing.” Despite increasing level of awareness of HIV, many gay men continue to engage in behaviours that put them at risk of infection, and poorer health outcome due to delay in diagnosis,” Jaspal & Lopes (2020),” societal rejection and uncertainty of their health outcome could be motivation to careless. The motives underpinning risk behaviour are complex and include low psychological wellbeing, peer pressure and low HIV risk perception” (Amirkhanian 2014), further explain as “discrimination especially due to valued, immutable identities, such as sexual orientation is also a key determinant of HIV risk” (Frye, Nandi, Egan et al 2015). “An international literature review of HIV stigma with the gay communities found living with the infection was associated with social exclusion, ageism, sexual rejection and violence from other gay men” (Smit et al 2012), this explain that there was discrimination within the gay community themselves regarding those with the infection, gays that were HIV negative did not want to associate with gays that was HIV positive.

[bookmark: _Toc108646461] STIGMA, MULTHI-DISCIPLINARY BODIES.
Another reason that prevents the people living with HIV to seek treatment is the stigma and discrimination from the health sector, “they have been exposed to stigmatized behaviours, approaches or thoughts in all society levels, but unfortunately in hospitals, as well, the lack of awareness and psychosocial support among some health workers “(Fortwengel et al 2018), “ HIV – related stigma and discrimination have a crucial influence on care seeking behaviours, treatment quality, disease adaptation of PLWH, refuse of treatment and success of preventing the virus”(Davtyan et al 2017). Stigma from health workers brings mistrust and lack of faith and hope in the medical system, the fear of the disease is one attribute of stigmatizing from health workers, (Chellamuthu and Dhanasekaran 2014) “prejudicial feelings and discriminatory thoughts towards PLWH and fear related to the disease are known factors” Gagnon, (2015) “on the other hand laws related to human rights-patient rights, institutions, culture, formal or informal policies are also important factor” contributing to patients and from health workers. The demonstration of lack of appropriate learning and awareness towards the disease and the risk of spreading the disease motivates the negative approach for genuine interventions from nurses though in UK, Leyva-Moral et al (2017) “describe the altitudes of the nursing faculty caring for PLWH from 30 universities of North and south America, United Kingdom and Spain, from a study that, it was found that altitudes of the nursing faculty towards caring for HIV individuals were slightly positive and slightly negative depending on the region and country”. Akansel et al (2012) “found out that almost half of the participants considered their profession as a high –risk job, and they expressed negative emotions towards homosexual as they believed they may increase the risk of spreading the infection in the society”.
The aim of UK Government was to make sure that everyone gets equal rights to access treatments, Hankins and Zalduondo (2010) “the UK has now set itself the ambitious, but achievable to end all HIV transmission by 2030, combination prevention, pre-exposure prophylaxis and behavioural intervention will be key achieving this target”, Holling dale (2016) “ to end the AIDS epidemic by 2030, UNAIDS called for an elimination of HIV-related stigma and discrimination by the year 2020” ( Rubin & Maki (2019), and due to medical improvements since the early 90s patients with HIV/AIDS are receiving antiretroviral treatment that has positive outcome for stable and normal lifestyle 
[bookmark: _Toc108646462] METHODS.
Based on qualitative and quantitative methods, the systematic review was focusing on stigma among HIV/AIDS infected people, with priority on general stigma, stigma from gay communities and stigma when accessing health care and treatment then and now.
Articles from google scholar, NHS website and PubMed were used with some old publications to find the outcome then and origin as the area of study was UK, and some authors and articles was outside the UK, but to understand if stigma of HIV/AIDS was globalized.
All articles were measured, assessed and categorised and eventually compared from stigma in particular, stigma in gay communities with HIV/AIDS and stigma in health care sector, without deviations from all publications and contributions from more than 25 authors resulting to same outcome. 
[bookmark: _Toc108646463]METHODOLOGY.
            Below table demonstrates stigma in people living with HIV/AIDS, then and now.
	   

   THEN
	INTERNALIZED STIGMA.                       self-blame, withdrawal and self-harm, possibly suicide. 
	INTERNALIZED STIGMA.                  can happen to anyone, seek help and hopeful, due to medical intervention and support from government.
	

NOW

	


  
	ENACTED STIGMA.    Was 100% by exclusion from society, refused to support, and fear
	ENACTED STIGMA.   Now 45%, inclusion by law, supported by understanding of disease or law, and acknowledgement.
	


    

	

   
	 STEREOTYPING.          Gays with HIV/AIDS were 100%, victims to access treatments as people thought they deserve the illness


	STEREOTYPING.          Still there with 50% from awareness, acknowledgement and legislation, believe has change as everyone can be victimize by HIV/AIDS, and access to treatment like everyone else.
	

   

	

     
	LABELLING.
Gays with HIV/AIDS were identified as risk of infection, resulting in 
	LABELLING.
Its label generally, as it is anyone infection from awareness 
	




TABLE 1.  explains the public awareness now, from variables source compared to lack of adequate awareness then, the legislation that protects equal and human rights, the introduction of medical remedies that normalise and can manage the virus has lower stigma to oneself, from society and health care workers.

[bookmark: _Toc108646464] FINDINGS.
Many articles and authors expressed their findings during and after the pandemic, and stigma was a key factor that contributed to depression, isolation, lack of treatment, rejection, self-harm, society aggressiveness and violence and suicide, majority of this happened from press narratives and fear then, now those are basically in past as more awareness, lectures, medical improvement and human rights laws brought hope to live normal long life and access medication, yes there is still stigma in lots of encounters but very low
[bookmark: _Toc108646465]DISCUSSIONS
Fear and lack of understanding contributed to early stigma and discrimination then, the fear persist, but on a lower scale because of the awareness now, medical developments and the legislation that protects the rights of everyone.                                               
From observation and with authors writings, it is generally believed that stigma has and would continue to be a stumbling block towards patient with HIV and the public, though most resources to minimize and stop has been going on for more than 20 years, people still feel resentful secretly as laws are against open stigma or discrimination, the altitude is low in UK, it is still there, people with HIV are more enlighten now,  and prolong medication has given hope of living a normal life unlike early 90s, they have a voice now to distinguish about who is wrong and right without fear, any stereotyping, stigmatism, discrimination like then would face the necessary bodies even multidisciplinary bodies needs to do the right thing. The fear of isolation, depression and suicide are things of the past because of the improvement of medical amenities they can easily access, all this was unavailable then combine with equal rights to access what rightly is theirs without fear or favour, nobody gets blame for infection anymore as everyone is vulnerable to be infection knowingly and unknowingly as protective measures has been enlighten.
There was lots of unawareness then that resulted to stigma and discrimination compared to the awareness now.
[bookmark: _Toc108646466]CONCLUSION
At the start of the pandemic in 1981, the world was not as developed as today, HIV/AIDS brought the worst fear then, with comparison to covid 19 recent pandemic, procedures and prevention was taken before the early vaccines was produce with concerns from all over the world, but during HIV/AIDS, little was done.
The world has progressed by finding manageable cause for them (HIV) patients to live longer with a normal living just like everyone else.
To some then, it was not enacted stigma or discrimination, but way to survive for fear of contaminating the disease, the approach was wrong to others with the syndrome.
“This body of work emphasized perception of individuals, the origin of stigma in human cognition, and the consequences these individual perceptions have for social interactions” (Somma and Bond 2006).
[bookmark: _Toc108646467] RECOMMEDATIONS
There is more awareness now and stigma has become way less than it used to be, people are more open and welcoming to people with HIV/AIDS, including altitudes toward the gay community has change for good.
The abolition of transmission might not be possible by 2030, but it is going to happen, as government and all hands are on board to eliminate the infection, with the encouragement, support, awareness and making provision for medical aids towards living a normal and lasting life is an achievement in this part of the world and my recommendations
The eradication of stigma should begin from grassroots by lecturing the children of the importance of being supportive to anyone they encounter even in sickness, from teachers to parents.
The support from families, friends and community would prevent, self-blame or harm.
“There is an urgent need for interventions with multidimensional components (e.g., psychosocial support, health education, structural factors economic empowerment) to address internalised HIV- related stigma” (Modi 2018), 
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