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Abstract

Purpose – HIV or AIDS remains invisible and dismissed by most South Asians living in Canada as HIV or

AIDS issues are perceived as an offshoot of Western lifestyle linked with drug use and promiscuity. This

paper aims to look into how people living with HIV or AIDS (PLWHA) copewith prejudice and stigma.

Design/methodology/approach – To guide this research, a constructivist grounded theory approach

was adopted as the theoretical and methodological framework. The authors reached the participants

through a Toronto-based group that works with PLWHA. The authors chose their respondents in a

snowball method and interviewed them both in person and online.

Findings – This paper identifies how South Asian immigrants and refugees/refugees with HIV or AIDS

claimants are vulnerable to discrimination in Canada due to the following factors, which include but are

not limited to: a lack of information about HIV and AIDS incidence in the community; and the Canadian

health system’s inability to respond appropriately to the lack of information.

Practical implications – HIV service engagements should take place within the context of a

constellation of local traditions, or standardized expectations of patient engagement with HIV services

can be counterproductive.

Originality/value – It is critical that governmental action prioritizes increasing public understanding of

stigma. To minimize the consequences of HIV-related discrimination and stigma, misconceptions about

HIV transmissionmust be debunked.
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Background

Under the Refugee Convention, Canada welcomes around 25,000 refugees and

250,000 immigrants each year (CIC, 2011). Asia accounts for roughly half of all

newcomers. India alone sends 35,000 immigrants to Canada each year (CIC, 2020).

Refugees and immigrants are permitted to enter Canada even with HIV and AIDS. As a

result, the number of people living with HIV (PLWH) arriving in Canada from South Asia

could be substantial. The Government of Canada estimates that 63,000 people will be

living with HIV in Canada in 2022 (Serebrin Jacob, 2022). In 2002/2003, around 700

people living with HIV or AIDS (PLWHA) [refugees] landed in Canada; since 2000, 172

PLWHA have come to British Columbia alone (Haag and Gilbert, 2007; Kiffer, 2020).

This has alarmed public health professionals and policymakers in Canada, as it

threatens to strain already overburdened public health facilities while also increasing

the risk of HIV transmission within the country. Immigrants living with HIV in Canada

face additional stress as a result of their HIV condition, making them even more

vulnerable. HIV or AIDS stigma and prejudice continue to be significant barriers to

accessing care and treatment.
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Multiple challenges confront South Asian immigrants and refugees, particularly women,

including socio-economic inequity, systematic marginalization, gender inequality and

cultural and language barriers. Inequality refers to the state of being unequal, and it usually

pertains to numerical values. At the same time, inequity is a near synonym for injustice and

unfairness, and it usually refers to more qualitative issues. These people may face many

forms of prejudice, putting their health and the health of others in jeopardy. However, at this

time, nothing is known regarding the degree of this risk and its influence on health, either

experimentally or anecdotally. South Asia is home to around 10% of the world’s PLWH

(UNAIDS, 2010) and approximately 93% of individuals affected in South Asia live in India

(Hasman and Noble, 2016).

AIDS appears to be regarded as someone else’s problem. Hence, AIDS stigma has

become deeply entrenched in the attitudes of health-care practitioners. Several violent

attacks against PLWHA have happened in the recent decade, including one in Bangladesh,

where a man was set ablaze and burned. The same happened to a teacher living with HIV

in India. Logie et al. (2016) focused heavily on the third phase (of his three phases: the HIV

epidemic, the AIDS epidemic and the stigma, prejudice and denial epidemic), which is

currently one of the least explored aspects of HIV or AIDS. Stigmatization, prejudice and

discrimination all have similar effects in terms of severity. The hardship they impose on an

individual’s life is exacerbated by their gender, ethnic identity, origin and cultural

background. Migrants, in general, and refugees in particular, endure more discrimination in

destination nations than native-born inhabitants.

Stigma is the product of prejudiced attitudes that lead to discrimination. One of the most

apparent consequences of stigma is the isolation of those who are stigmatized by family,

friends, co-workers and even health-care professionals who are charged for providing

treatment and support. HIV transmission may be viewed as the outcome of “immoral”

behaviour, which is the most critical factor in the degree of prejudice (Jun, 2020; Lu et al.,

2019). People believe that PLWHA deserves to be punished for their depravity (Bharat

et al., 2001, p. 8). There has been little published research on HIV prevalence and treatment

among South Asians in Canada. Anecdotal information suggests that many South Asian

women in Canada are unaware of their HIV status until they begin prenatal care and are

tested for HIV as part of routine procedures in the early stages of pregnancy (Yoshioka and

Schustack, 2001). Disclosing one’s HIV status can be a depleting emotional experience for

anyone (Nishanth et al., 2021). A study conducted in the USA discovered that 73% of all

known South Asian HIV or AIDS cases started in India, 19% in Pakistan, 6% in Bangladesh

and 2% in Sri Lanka (CDC, 1998). Approximately 1.2 million people in the USA have HIV.

About 13% of them do not know it and need testing. Asians, who make up 6% of the

population, accounted for about 2% of HIV diagnoses in 2018 in the USA (CDC, 2019). It is

fair to expect a similar distribution in Canada (Zaidi, 2005).

The purpose of this research is to learn how South Asian immigrants, refugees and asylum

seekers living with HIV in Canada are coping with the obstacles of living with HIV or AIDS.

The study’s specific goals are to discover:

� To what extent do refugees and immigrants living with HIV or AIDS face prejudice from

their own ethnic communities, gender groups, and the general Canadian population?

� How does discrimination affect health outcomes (morbidity and mortality, social

isolation, mental health and general well-being)?

Methods

We considered Snedden’s (2016) definition of South Asia in this study. Bangladesh, Bhutan,

India, Pakistan, Nepal and Sri Lanka are all part of South Asia; Afghanistan and the

Maldives may also be included. The term “Indian subcontinent” is commonly used
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interchangeably with the former; however, the latter word is reserved for Bangladesh, India

and Pakistan (Snedden, 2016). We used immigrants/refugees (as our participants) primarily

because some refugees became immigrants and citizens at a point in time. Refugees are

the most likely of all sorts of immigrants to apply for citizenship. For refugees to become

Canadian citizens, they must spend at least three years in Canada, pay a fee and pass a

test on their knowledge of Canadian history, geography, economics, government, laws and

symbols. All of our participants were either refugees or immigrants, but during the study,

many became citizens, some immigrants and some remained refugees.

Participant selection, ethical approval and consent to participate

One of the strategies used was observation (both participatory and non-participatory), and

great care was taken to ensure work ethics, timeliness and clear communication with

participants. McMaster University Research Ethics Board approved this study. The vast

majority of the interviews were conducted in person. To recruit individuals, snowball and

purposive selection techniques were used. Some of the interviews were performed online

using the PLWHA’s dedicated chat rooms. Sex and sexuality are taboo themes in many

Asian cultures, and they are rarely discussed openly. Given the sensitivity of these themes,

particularly those involving sexuality and sexual practices, developing rapport with

interviewees is critical in allowing participants to reveal these matters without feeling

embarrassed or criticized. Respect and civility, acceptance and understanding, privacy,

integrity and individualization were all primary values in all of the interviews.

Study design

To guide this research, a constructivist grounded theory (GT) approach was adopted as the

theoretical and methodological framework. GT is a standard qualitative research tool for

investigating social processes and elucidating how people anticipate and respond to life

events. This technique is crucial for this study because it seeks to analyse the life

experiences of the researched. Developing a theory is an iterative process when using GT.

Further data is collected and analysed for every new hypothesis until it does not yield any

new information. We use GT when existing theories do not effectively describe a

phenomenon.

Rather than starting with a pre-existing theory, a constructivist GT approach attempts to

build a theory based on data that has been systematically obtained and scrutinized (Diese

et al., 2016). This method is appropriate for the study, especially given the scarcity of data

on South Asians living with HIV and AIDS in Canada.

The research team and reflexivity

This project was carried out as part of a post-doctoral research fellowship (funded by CIHR,

Canada). The researchers are/were both males with extensive and long research

experience in Asia, Africa, Europe and North America.

Relationship with participants

We reached the participants through a Toronto-based group that works with PLWHA.

Through this organization, we established rapport with the participants. Participants were

properly informed [according to the ethics protocol] that the interview would be conducted

purely for academic and research purposes. The participants clearly spelled out that the

interviewer is a researcher.
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Data collection

Participants were given a checklist that included necessary guides. Repeated interviews

were conducted when some questions required more in-depth and clearer replies.

Repeated interviews were scheduled and conducted according to the convenience of the

participants. We used an audio recorder with their permission while interviewing them.

There were no interviews that lasted longer than 45min. To make sure that the participants

were comfortable with the answers they provided, transcripts were given to participants for

their comments or edits, if any.

Analysis

The data was coded and entered by the first and second authors. We used Nvivo to

manage interview transcripts, web content and audio. The findings were presented to the

participants. Some quotations from the participants were presented to illustrate the findings.

We anonymized the participants while quoting them.

Results

We interviewed 28 participants on the organization’s premise, where they get consultation

services in Toronto. All of them happily participated in the interview. Participants in the study

came from a diverse spectrum of socio-economic and cultural backgrounds. Education,

present and previous employment, and financial condition all have a role in one’s social

standing. The vast majority (57%) were unemployed (either voluntarily or forcibly). In

comparison, 29% volunteered in medical care and service groups, 18% worked in fast-food

restaurants such as McDonald’s and Tim Horton’s and a few worked as sex workers. The

majority of persons were living with HIV or AIDS through unprotected heterosexual sex;

seven of them were infected through homosexual sex; five were infected through sharing

injection equipment; and a few others were infected through blood transfusions. Of the 28

participants, six self-identified as transgender or inter-sexed. Two of the six transgender

individuals were transwomen. The remaining 22 were grouped by male (13) and female (9).

The mean age of the participants was 39.

Sentiments about HIV and AIDS

HIV status concealment has ramifications for both individuals and the community. The

psychological toll of concealment is the most significant. “Carrying this news in secret is the

heaviest burden in the world,” said one participant who delayed almost six months to reveal

his status. I was on the verge of going insane because I thought it needed to be shared with

someone. Not admitting it cost me a couple of years of my life in those six months. It is

preferable to confront whatever occurs due to the disclosure; the internal conflict over

disclosure can lead to loneliness, isolation and melancholy (Chesney and Smith, 1999,

p. 1165; Nishanth et al., 2021). Infected people experience worries and irritation as a result

of the secrecy. Furthermore, they are scared that obtaining treatment would lead to

unintended and undesired disclosure, putting them in a humiliating situation.

Another highly detrimental of secrecy can be noticed in sexual relationships. The risk of

transferring the virus to loved ones via sexual contact is particularly frightening. Because

their partner is uninformed of the justification, PLWHA loses the bravery to negotiate safe

sex in such instances. “It’s the most difficult time in a relationship,” one participant stated.

This was ethically repugnant to me. I have been asked a few times why I’ve suddenly

become more conservative about our sexual relationship. I tried to justify myself, but I felt

like I was lying’.

There could be a variety of causes for the delay in disclosure. Some people put off

treatment because they cannot accept the fact that they have been infected, do not
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understand how it happened to them or do not trust the test results. “I reasoned that it would

be easier for me to bear the sorrow alone. What is the point of telling people about this? Bad

news breeds more bad news.” Specific risk groups, such as MSM, are particularly

vulnerable to stigma. This, in turn, expresses the fear of being stigmatized simply for

seeking HIV testing (Chesney and Smith, 1999, p. 1164). This means that certain groups

bear the double sigma burden, which has a double impact. Working directly with PLWH can

cause additional delays in care; for example, treating PLWHA may limit their career options,

making it harder to transition from HIV therapy to another field of medicine.

When questioned about their initial reactions to learning of their HIV status, the majority of

respondents said the same thing: it was a heart-breaking experience, a significant burden

and virtually indescribable: “[. . .] I wish there were languages for expressing emotions. I

wish there were something or someone who could comprehend my emotions. I wish I could

describe how I felt at the time. I suppose I still carry a feeling almost identical to the initial

one. There is no difference. Of course, first impressions were the starting point”.

Many of the participants were sceptical of the diagnosis’s outcome at first. They raced to

get examined several times, with some seeking six or seven opinions in the hopes of

receiving a negative diagnosis:

It is difficult to accept that one has been diagnosed with a critical condition. I would like to

believe that HIV never existed. By accident, scientists came to this conclusion. They have come

up with some new ideas lately. Alternatively, I would like to know if this is a fever-like illness. We

contract the ailment, buy some over-the-counter medication and recover.

A particular way of life emerges as the prevailing one. Only a few activities are allowed

inside this framework: medication, food and movement (3M). Some individuals who told

their relatives about their situation received comfort, collaboration and assurances of future

help. However, as time passes, PLWHA’s focus shifts to other concerns, and they become

despondent:

A few days ago, I was an average person. I used to go to work, stores, the bank, and meet with

pals for coffee. Friends’ calls became less frequent than they had been previously. When I make

phone calls, they go unanswered. The discussion time has significantly decreased even if they

pick up the phone. These changes happened so quickly! It is excruciating! These, I suppose,

are pushing me toward my final breath [. . .] Can you fathom what would happen if the world were

to change?

The widespread belief worsens the devastating stigma that HIV is spread by indiscriminate,

dangerous intercourse with sex workers (Abad et al., 2015) and men:

I pray to God regularly. I inquire as to what major crime I committed warranted such a

punishment. I am not sure what I can do to get rid of this. So, what exactly do you want me to do?

I have never worked in the sex industry or been a client. How can I inform the rest of society that I

have joined this group? I am afraid I cannot.

The opinions offered by the participants about their feelings paint a different image.

Interestingly, some respondents expressed relief after receiving a positive diagnosis,

stating that they now had evidence of why they had been experiencing multiple symptoms

for months and why no treatment had been able to alleviate those symptoms. In some ways,

they felt relieved, at least because they know how to proceed with their treatment plan.

Most respondents had to wait two to three months after learning that they were living with

HIV before seeing an infectious disease specialist. Many acknowledged being hesitant to

take medication because they had lost hope in life. However, according to participants,

some clinicians assisted them in changing their outlook on life. “[. . .] surprisingly, doctors

discuss saving lives! I am curious how current medical technology has failed terribly to

provide hope to persons experiencing this disease.”
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Participant A, a 37-year-old Bangladeshi man, was tested for HIV following unprotected sexual

contact. He was the fourth kid in a four-child family. His entire family in Canada, as well as a

percentage of his relatives in his home nation, relied on his salary. His HIV test confirmed that he

was afflicted with the virus.

I jumped out of my chair and started screaming, wailing, and slapping myself. I sobbed on the

floor in the clinic’s corner; my knees squeezed against my chest. I realized I could not share my

tremendous agony with anyone else. I began to feel despondent and unhappy, believing that I

was unique amongmy peers. I would continue to think and act differently than before.

"I cry tears of despair and misery as I reflect on the unfair circumstance,” remarked Participant A.

However, as I learned from reading and counselling sessions, “I have got the virus, but I am not

the virus”.

The concept of “stigma contagion” is presented here to explain how stigma can influence

people’s lives regardless of whether they are “guilty” or “innocent.” As one person put it:

It was given to me by my parents. Fortunately, thanks to HAART, I have been able to stay alive.

This is not to say that I am not in pain. This is not just physical pain; it is also continuous

psychological distress. It is a terribly unpleasant scenario. Some of my family members and I are

well aware that I am not to blame. But how could I persuade the entire society that I am not

guilty? Is not being accused of a crime you did not commit the most excruciating experience?

What makes matters worse is that I cannot ask my folks what I did wrong. They were not alive

anymore.

According to several types of research, disclosing information to children might have major

consequences, including increased family issues, deteriorated family relationships, poor

self-esteem and traumatic memories (Ullah, 2011):

My parents invited several of my relatives because it had been long since they had seen them.

We, too, wished to have a wonderful time with them. They declined the invitation at the last

minute, stating that they had some pressing tasks to complete. My parents eventually told us that

they turned us down since they were aware of our sero statuses.

Discrimination and stigma experienced

People not living with HIV in the community criticize PLWHA for stigmatizing them in the

general public; as one HIV negative individual put it:

[. . .] we, as a community, have been vilified as a result of a tiny number of dumb people who

became sick. We are not liable for the suffering of others. Even though we are not optimistic,

people perceive us to be so. Then who is to blame? So, how do we deal with the positive? We

already have a horrible reputation. We are both gay. Ok. We are aware that we are frequently

looked down upon. However, we cannot accept that people think of us in a favourable light [. . .].

(Interview)

When this group interacts with the general population, they usually endure discrimination on

both sides. Refugees and immigrants who are already exposed to xenophobic prejudice

and discrimination based on their sexual orientation and HIV status.

The level of stigmatization and discrimination varies depending on the conditions. Natives,

for example, face less prejudice than non-natives, while PLWHA faces less stigma than

those who have fully developed AIDS. As a result, HIV-positive individuals with higher CD4

counts face more discrimination than those with lower CD4 counts. In general, three types

of stigmas have been described in the literature: performed stigma felt stigma, and

internalized stigma.

Individuals who experience illnesses may not always face the same level of stigma; stigma

is determined by social identity, public opinion and other factors. It is widely accepted that
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stigma represents the creation of deviation from expectation. According to Goffman (1963),

stigmatization is a powerful disparaging social term that radically modifies people’s ideas of
themselves. Stigma, as a social construct, has an impact on the lives of those who are

infected, as well as their partners, family and friends. Many academics interpreted

Goffman’s idea to include a wide range of negative attributes, such as how society rejects

people based on their psychological and physical characteristics when they deviate from

widely accepted normative norms. As a result, stigma hinders people from interacting

socially.

When diagnosed with cancer, they must accept that their life expectancy will be

considerably reduced. Their mental health may endure as a result of their loss of hope. This

has occurred in the early stages, but the sickness is manageable and not outwardly

disruptive. The duration of this phase is predicted to be four years. Individuals can deny

their HIV status because there may be no apparent signs of it. Concealability becomes a

defence against enforced stigma, and people try to hide their status as much as they can.

Some people assume that hiding their true feelings will safeguard their self-esteem.

However, this comes at the expense of social support. Individuals begin to develop evident

clinical manifestations associated with the condition after the latent period of the disease

(Alonzo and Reynolds, 1995; Rongfeng et al., 2020), which results in noticeable changes in

their behaviour and those in the community.

“I wish I had cancer instead of this disease.” I might be able to die peacefully. I have already

died before I have even begun to die. Cancer or other diseases may have aroused sympathy

fromme, but the consequence has been wrath, shame, and solitude”. (One of the participants)

Despite the fact that PLWHA in Canada is not considered a threat to public health or safety,

they are expected to place a high demand on public health and social services (Aids Law,

2006). Regulations limiting resident applicants due to public health concerns include two

exceptions: one for people applying for permanent residence as a refugee or as a person

“in need of protection,” and another for “family class” applicants (CIC, 2011). Many theories

concerning identification, bias, stereotyping, group dynamics and social movements make

use of the idea of stigma. Simultaneously, historical and cross-cultural settings must be

examined, as stigmas that are important in one culture or period may be relatively

insignificant in another society or period (MacIntosh, 2007).

Disclosure

Many factors can have an impact on disclosure decisions. On the other hand, the number

and severity of the factors are determined by one’s society and family. The conventional

wisdom holds that people will immediately disclose their sexual orientation to their partners.

However, what happens to people who do not have partners? How do people who are

single initially talk about their situation? The effect of disclosure varies according to the level

of knowledge and awareness (Proscovia et al., 2021). In the health-care system,

confidentiality, which is linked to disclosure, is a significant concern. Serostatus, on the

other hand, should be known by those who need to know, such as doctors, nurses,

caregivers and psychosocial counsellors, due to its practical implications (Greeff, 2008;

Roberts et al. (2016); Fennel et al., 1994).

Rejection in relationships

One of PLWHA’s main fears is the possibility of being marginalized and rejected by their

group. The most common barrier to disclosure is rejection by sexual partners, family

members, classmates, friends and co-workers. One person said,

I did not want to be apart from my family and friends. I expected them to abandon me. My wife

questioned whether I had tested positive after noticing my persistent drop in her desire to
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engage in sex. I gave the nod. I could see how fast her heart was beating. She went through

several days and nights without eating, sleeping, or showering. In a month, she looked to have

recovered[. . .] She did, however, build a relationship with another man in a year, I believe. She

started arriving home late. I used to check in with her to see if anything was wrong. She said,

sobbing, that everything in her life had gone wrong. It was clear that she was referring to my

current situation. I was powerless. While I understand her anguish, I suppose being useless is

even worse. She has options, whereas I do not.

Potential sexual partners turned down almost every participant because of their HIV status.

This has long-term consequences for their self-esteem and confidence. Some men claimed

to have been socially and sexually isolated from other HIV-positive men, whom they

frequently considered morally inferior. In general, people refuse to accept meals prepared

by PLWHAs. This, too, is based on the individual’s HIV or AIDS knowledge, comprehension

and information (Proscovia et al., 2021).

[. . .] one of my friends and I split a can of coke. He might have been hesitant to turn down my

offer. It was excruciatingly unpleasant when I learned afterwards that he had gone to the

laboratory to be tested.

Is it possible to be stigma-free? Human rights violations, epidemic fuelling, and care

attempts are all hampered by stigma. This has long-term societal implications: “AIDS is no

longer killing people. The stigma is what is killing us. We are killed by the way we are looked

upon” (one respondent).

Adherence to antiretroviral therapy

It is critical to stick to HIV treatment for the drug to lower the viral load effectively. If you miss

a dose of your medication, even if it is only once in a while, HIV has a reasonable probability

of multiplying quickly. The level of stigma associated with HIV can have a direct impact on

drug adherence. People who disclose their HIV status to a wide range of social contacts are

more likely to face stigma and the difficulties that come with it (Mao et al., 2009). People with

HIV-related physical symptoms have lower treatment adherence rates (Mao et al., 2009;

Vanable et al., 2006). According to Rintamak et al. (2006), there is a direct link between

adherence and social stigma. One person said,

The sum is excessive. This makes me feel relatively weak. I have never been one for sticking to a

schedule. I have always been a free thinker and a free person. Getting my medicine feels like a

major hassle. Some of my family members appear to be distressed at times. I am not sure if I

should keep going. So, if I die soon, what is the point?

There is no doubt that complicated therapy regimens burden patients. It is usual to forget to

take medication from time to time. In many circumstances, people cannot ask anyone to

remind them to take their prescription, and family members or partners may be reluctant to

do so. The way they are reminded may have a stigma attached to it.

Social isolation and cultural sensitivity

The fact that most Asians want to protect their families from disgrace influences their

disclosure. Only 2% of appropriately polled identified the primary risk behaviours for HIV

transmission (unprotected anal and vaginal intercourse, having numerous sex partners and

using non-sterile drug injection equipment). One Bangladeshi participant put it this way:

After learning about it, I decided not to tell anyone in my family about my serostatus. For a few

months, I was in that position. I concluded that carrying this responsibility was too much for

me. I felt compelled to share, even though I knew it would cause my family and me more pain. I

was pretty aware that not only I but the entire family would be labelled – like, “Oh, this family

has HIV.”
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Stigma is applied in a more harmful manner on an individual level:

I called an old friend and offered him coffee. While profanely swearing, he declined. He stated

that he was not one of my contemporaries. Another participant reported that a buddy called him

a “prostitute” in public. Maybe I am, but I knew she was alluding to my HIV status. This is

considered verbal abuse. That treatment struck me as a little abrupt. Those who tend rejection

can show it gradually. Then we are not as surprised as we may be.

Harassment is a by-product of stigmatization. It can take many forms, including sharing

offensive jokes, sending provocative emails or texts, exhibiting or showing pornographic

photos, taunting about religion and race and inquiring about personal life. Abuse arising

from stigma in the workplace can range from verbal to physical, including yelling and using

harsh words; isolating; intimidating; assigning more complicated assignments than before;

purposely modifying work rosters; and undermining performance. One participant

explained how she lost her job in the following way:

My supervisor called me after the second month. He was, in my opinion, a good person with a

good heart. Like others in the office, he claimed that he was aware of my status and that certain

complications were associated with it. The company would like to extend your contract for

another month and would appreciate it if you resigned. That month, I did not take it. That was my

last day at work on that particular day. How could I return to where I was asked to leave because

of my serostatus? It was humiliating, shameful, and excruciatingly painful. I recall going two days

without eating. I wanted to sob uncontrollably. Nevertheless, there was no strength left to

scream. I considered killing myself several times while I was there. I reconsidered my decision. I

knew PLWHA had an extended life span.

This participant spoke about a variety of difficulties, one of which was her financial status.

She went without a job for a few months because she had no savings. She was recruited by

a community service organization that was fully aware of her situation. Prior to reaching this

position, however, the detailed participant internalization of the stigma she had been

exposed to:

You are well aware of the high cost of living in this city. My family and friends were already aware

of my situation. One of my pals came to get some money from me. She was in desperate need of

cash. I believe she rushed because she feared I might die before I could repay the money. I

opened my freezer one morning. It was completely devoid of people. I was starving. I was

apprehensive about going out to get groceries. I did not go out till it was completely dark.

According to studies, disclosure frequently leads to violence against PLWHA, which often

increases due to gender. In most Asian cultures, women are at the bottom of the family

structure. As a result, male dominance over them is a common occurrence, making it

feasible to commit violence against them:

It hit me like a ton of bricks. My husband, I assumed, was the person closest to me on the planet.

I felt the distance between us widen as soon as he learned of my serostatus. He simply pushed

me back and exclaimed, “What?” What? What exactly did you say? This is not the first time he

has been rude to me. I have always believed that your partner is your best friend, the person with

whom you can share anything. Now I realize he is only interested in hearing positive news [. . .]

but that is life. My life belongs to me, and he belongs to him. I need to live a long life.

Discussions

The south Asian community in Canada faces double or multiple discrimination because they

are a visible minority and have HIV. Stigma promotes prejudices based on sexual

orientation, gender, race, socio-economic position and HIV status. Respondents endured

more stigma among South Asians than in other Canadian populations. Furthermore, women

living with HIV were shown to be particularly vulnerable and stigmatized. Because of

stigma, many PLWH concealed their status and avoided HIV-related services.
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Principal findings

The main finding in this article is that South Asian immigrants, refugees and asylum seekers

who test positive for HIV face discrimination in Canada. This is due to factors such as a lack

of knowledge about HIV and AIDS in the community and the Canadian health-care system’s
inability to address the lack of knowledge appropriately.

Today, the HIV or AIDS pandemic is a human reality. People used to count their days

after being diagnosed with HIV. This has altered as a result of medical advances. If

PLWHA is detected early and put on medicine, they can expect to live longer than they

thought. On the other hand, medical progress appears ineffective when discrimination

and stigma associated with the disease contribute to the burden. Stigmatization and

discrimination can happen to anybody, anyplace; abusers do not pick a convenient

location to practice stigmatization or discrimination. For the stigmatized, however, the

location of stigmatization or discrimination – for example, schools or workplaces – is

extremely important. Stigmatization and prejudice had devastating implications for

Asians in Canada. According to this assessment, workplace discrimination is the most

harmful because it results in job loss and other direct consequences for the respondents.

Discrimination in the workplace happens throughout the hiring process when different

terms and conditions and benefits packages are offered to different employees. The

transfer, promotion or dismissal of the respondents impacted. From hostility to pity,

various sentiments from family members, friends and employers were conveyed in

various ways. Extreme astonishment, nervousness, despair and depression were the

most common reactions; a few people received the news well and conveyed that they

were treated the same as everyone else. Some of the respondents were reassured that

their friends and family would always be there for them.

Strengths and weaknesses

This research has led to significant findings about risk and protective factors at the

population level. However, it has also sometimes pushed the idea that HIV risk and

protective factors work and can be changed irrespective of the social-cultural context

(Cahilland and Valadez, 2013). One of the most critical parts of this research is isolating

variables to figure out how they affect HIV risk without other factors that could confuse, hide

or change their link. This study aimed to learn more about how different social situations and

sexual cultures affect HIV risk (Jones et al., 2016). This study would have been richer if

more respondents could have been added. This was, however, not possible due to

resource and logistical constraints. This study has the potential to help researchers learn

more about the cultural meanings of health, sexuality, resilience and other things related to

HIV and AIDS (Chen et al., 2020). It made it possible for people to offer detailed accounts of

their own experiences that drew attention to socio-contextual, political and structural factors

(Wilson et al., 2016; Peyre et al., 2018).

The dispute over whether concealment or disclosure protects children afflicted by vertical

transmission and the benefits of concealment or disclosure warrants further exploration.

How do you think youngsters will handle their serostatus? It could ruin their upbringing and

education opportunities and inflict long-term mental stress if they find out.

Unanswered questions and future research

Research efforts should focus heavily on removing the obstacles that people face when

trying to obtain medical care. Even though Canada is a bilingual country, the French-

speaking minority in Anglophone regions sometimes receives inferior medical care because

of the lack of services offered in their language (Djiadeu et al., 2020). Furthermore, PLWH in

rural areas face unique challenges that may harm their HIV care outcomes (MacKenzie

et al., 2017).
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The results of this study cannot be extrapolated to include all of Canada’s immigrants

living with HIV. Internalized and enacted HIV stigma may have an impact on long-term

participation in the HIV care chain during the process of migration and settling in

Canada. Examine the connections between the present required HIV screening

process, migration, settlement, culture, stigma and involvement in HIV care in Canada

during the Canadian immigration process.

A person’s capacity to receive health and social care, stable housing, meaningful

employment and movement throughout society were all negatively impacted by a person’s
HIV status in Canada. It is critical to look at the experiences of racialized immigrants and the

HIV screening procedure from an intersectional perspective. Immigration status, legal

status, institutional rules and structures, gender, culture, trauma and intergenerational

contexts must be taken into account by health and social care professionals when

delivering adequate and appropriate health and social care to this population. Future

research may delve into how the cultural and gendered aspects of language and

communication in HIV prevention help minimize the level of discrimination and stigma. This

will help health workers to treat HIV and AIDS in the real world and with the most vulnerable

people.

Conclusions

The bottom line should be to reduce stigma and discrimination against the PLWHA. The

critical issue is that stigma and discrimination are enforced at various levels, including

family, community, institutional, legal and policy. Across multiple situations, practitioners

can use a shared core approach to stigma and prejudice with appropriate changes.

Some people’s mind-sets are imprinted with discrimination. As a result, even if policies

are in place, people cannot overcome this culturally or personally. This is exemplified by

widespread discriminatory practices in all sectors of life. Addressing HIV-related stigma

and prejudice remains a significant concern. It is crucial that raising public

understanding regarding stigma is prioritized for policy action. Misconceptions about

HIV transmission must be dispelled to reduce the repercussions of HIV-related

discrimination and stigma.

It is important to place HIV service engagements within a constellation of local traditions,

many of which will not shift easily to accommodate what is needed to execute

engagement. If not negotiated among other practices on a local and individual level,

standardized expectations of patient engagement with HIV services can be

counterproductive. Due to the often-inadequate match between HIV care and treatment

services and PLWH’s lived realities, a more comprehensive practice-oriented HIV

response is crucial.
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