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Are patient outcomes improved by models of professionally-led community 

HIV management which aim to be person-centred? A systematic review of 

the evidence. 

Abstract 

People living with HIV/AIDS (PLWHA) often experience multidimensional symptoms and concerns which 

impact on their quality of life (QoL). UNAIDS advocates for person-centred care (PCC) delivery to improve 

care outcomes and wellbeing. We aimed to appraise the evidence of person-centred models of community HIV 

management delivered or led by trained healthcare professionals (HCP) and the impact on outcomes for 

PLWHA. A systematic review was conducted in line with PRISMA guidance. Six electronic databases 

(CINAHL, Embase, PubMed, Medline, PsycINFO and Web of Science) were searched from January 1980 to 

April 2019, using pre-defined search terms. We included primary evaluation studies of any design of PCC 

models; for adults aged ≥15 years with HIV; that are delivered or led by trained HCP; in the community. Data 

were extracted including study location, design, quality, outcomes measured and effectiveness. N=5 out of 

1,393 studies met the inclusion criteria, of which n=4 were from a high-income country and n=1 from a lower-

middle income country. Study designs included pilot and feasibility studies n=3, a qualitative observational 

study n=1 and a randomised controlled trial n=1, reporting on a total 327 PLWHA and 68 HCP. Of the PCC 

components (physical, psychological, social and spiritual wellbeing) delivered alongside HIV clinical 

management, one study delivered 2, two studies delivered 3 and two studies delivered all 4 components. Only 

one study used validated tools to measure outcomes and reported positive effects on self-reported mental health 

related QoL and psychosocial wellbeing. This review highlights the lack of outcome evidence for person-

centred HIV care, and the lack of concurrent focus on all domains of concern for patients within interventions. 

Clear articulation of the meaning and practice of person-centred HIV care, implementation strategies, and 

measurement of outcomes are needed to meet policy recommendations.  

Keywords: Person-centred care; HIV/AIDS; Holistic care; Holistic assessment; Community-

based care. 
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Background 

A critical action to achieve the 90-90-90 targets is to deliver ‘person-centred and holistic 

care’ (WHO, 2016b). Mezzich defined person-centred care (PCC) as care ‘dedicated to the 

promotion of health as a state of physical, mental, sociocultural, and spiritual well-being, as 

well as to the reduction of disease, and founded on mutual respect for the dignity and 

responsibility of each individual person’ (Mezzich, 2012). Selman et al. stresses the 

importance of holistic assessment to achieve this, noting that spiritual wellbeing receives less 

attention in person-centred approaches (Selman et al., 2013). Holistic care is described as 

acknowledging the interdependence of one’s physical, psychological, social, and spiritual 

attributes, in disease management and prevention (Huljev & Pandak, 2016; Zamanzadeh et 

al., 2015).  

UNAIDS aims to increase access to care by delivering 30% of HIV care in community 

settings (UNAIDS, 2014), where services are significant providers within a comprehensive 

HIV response (Rodriguez-García et al., 2013). Community-based Health Services (CBHS) 

are delivered by formally trained healthcare professionals (nurses, public health inspectors, 

health visitors, doctors etc.) (WHO, 2016a). Previous systematic reviews on CBHS have 

focussed on clinical outcomes (viral load or treatment adherence) or single outcomes 

(psychosocial) (Decroo et al., 2013; Sulat et al., 2018; Wu & Li, 2013), but have not 

considered the breadth of person-centred outcomes relevant to PLWHA (Bristowe et al. 

2019).  To achieve the 90-90-90 targets, care services urgently require evidence of PCC 

models to optimise engagement and outcomes for PLWHA. Consequently, this review aims 

to identify and appraise the evidence for person-centred models of community HIV clinical 

management delivered or led by trained healthcare professionals (HCP), and to assess their 

impact on outcomes for PLWHA. 
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Methods 

Review question 

Are patient outcomes improved by professionally-led/delivered models of community HIV 

management which aim to be person-centred? 

 

Review objectives 

(1) To describe the structures, components and processes of person-centred HIV care 

delivered in community settings using the Donabedian framework of quality healthcare 

(Donabedian, 1980) 

(2) To appraise effectiveness in terms of patient outcomes 

(3) To evaluate the quality of the evidence. 

 

Defining models of person-centred care and community-based health services 

We applied the Mezzich definition of PCC described above (Mezzich, 2012), that address 

physical, psychological, social or spiritual domains of wellbeing alongside HIV disease 

management (Huljev & Pandak, 2016; Mezzich, 2012; Selman et al., 2013; Zamanzadeh et 

al., 2015), in selecting the studies included.  

 

Community-based health services (CBHS) as defined by WHO include outreach services, 

primary or community or mobile clinics, home visit and home-based care services either 

delivered or led by formally trained HCP (WHO, 2016a). The rationale for choosing only 

services delivered or led by HCP is that trained professionals are required to assess, plan and 

deliver person-centred HIV care including appropriate prescribing, clinical procedures and 

referrals.  
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Search strategy 

Table 1 details the search strategy. The search combined the records from search terms set 1 

AND 2 AND 3 AND 4.  

 

[Insert Table 1] 

 

[Insert Table 2] 

 

The first reviewer (MA-O) imported all search results to Endnote reference manager version 

X9, de-duplicated, then screened titles and abstracts. Retained studies were screened against 

inclusion/exclusion criteria, any article for which inclusion was unclear were discussed with a 

second reviewer (KB) and if necessary adjudicated by a third (RH).  

 

Analysis 

The search strategy results were reported in a PRISMA flow diagram ((Moher et al., 2009) 

Data were extracted and analysed using the Donabedian framework of quality (Donabedian, 

1980). Descriptions of PCC models and domains addressed were mapped onto Mezzich’s 

definition of PCC. Study aims/objectives, design and sample size, care structure, processes, 

person-centred and clinical components delivered, outcomes and measures used, including 

results and effectiveness were extracted into a common table. Countries where studies were 

conducted were classified using World Bank classification system (World Bank, 2020). Both 

qualitative and quantitative studies were analysed descriptively, and findings 

integrated. All studies addressing any domain of PCC model were retained in the final 

analysis. Study quality was evaluated using the Standard Quality Criteria for Evaluating 

Primary Research papers (Kmet et al., 2004). 
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Results 

Study characteristics 

The search retrieved 1,720 papers and hand searching yielded 9 additional papers, (see Figure 

1).  A total of 327 PLWHA and 68 HCP participants were included in the five studies 

retained. Three studies were classified as pilot and feasibility study (Bendetson et al., 2017; 

Morgan, 2014; Robinson et al., 2006); one qualitative observational study (Stewardet al., 

2018); and one randomised controlled trial (RCT) (Lowther et al., 2015). Of the five studies 

retained, n=4 papers (80%) reported data from USA (high-income country) and n=1 paper 

(20%) reported data from Kenya, (lower-middle income country).  

 

[Insert Figure 1] 

Person-centred care models 

In line with Mezzich’s definition (promotion of physical, mental, sociocultural, and spiritual 

well-being, see Table 2). n=2 studies delivered all four components, n=2 three components, 

and n=1 delivered two components. 

 

[Insert Table 3] 

Although all studies stated that they delivered PCC, only 2/5 delivered in all four domains. 

All five studies delivered care that addressed physical and psychological wellbeing, and 4/5 

studies incorporated social care.  

 

PCC components delivered 

(i) Physical wellbeing  
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All five studies delivered PCC domains that focused on physical wellbeing of PLWHA. 

These include medical treatment, selfcare, nutrition, management of pain and other symptoms 

(Bendetson et al., 2017; Lowther et al., 2015; Morgan, 2014; Robinson et al., 2006; Steward 

et al., 2018) and provided yoga, meditation and Reiki practice.  

(ii) Psychological wellbeing 

All five studies retained provided psychological care in addition to the physical care for 

PLWHA. The main forms of psychological care provided include counselling delivered 

through motivational interviewing, relationship building, and yoga, meditation and Reiki 

(Bendetson et al., 2017; Lowther et al., 2015; Morgan, 2014; Robinson et al., 2006; Steward 

et al., 2018). 

(iii) Social wellbeing 

Four (80%) of the studies retained provided social care in addition to physical and 

psychological care to PLWHA (Bendetson et al., 2017; Lowther et al., 2015; Morgan, 2014). 

Social care provided included support for developing meaningful relationships, with 

internalised stigma reduction to reduce social isolation and burden of disclosure, legal issues, 

transportation, housing, the burden of caregiver and breadwinner roles as well as childcare.  

(iv) Spiritual wellbeing 

Two (40%) of the five studies retained included spiritual assessment (Lowther et al., 2015) 

and provided spiritual support (Lowther et al., 2015; Morgan, 2014) in addition to physical, 

psychological and social care. This included supporting PLWHA to identify meaning, to feel 

at peace, and to renew relationships with faith or other supernatural beings considered 

important to them through meditation and Reiki Healing Circles. 

Full study data extraction is provided in Table 4. 

 

[Insert Table 4]



8 
 

The Donabedian framework 

Table 5 demonstrates that services were delivered within facilities, homes and 

residential settings. Practices included integrated palliative care, complementary 

therapies, symptom management and psychological interventions. Outcomes were both 

biomedical and self-report, but only one study used validated measures.  

 

[Insert Table 5] 

 

Discussion  

The delivery of PCC within HIV clinical management is crucial given the distressing 

physical, psychological, social and spiritual concerns experienced by PLWHA (Harding 

et al., 2010; Harding, et al., 2012a; Harding et al., 2013), which impact on their 

wellbeing and quality of life (Harding, et al., 2012b; Harding et al., 2014). Leaving 

these PCC domains (physical, psychological, social and spiritual wellbeing) 

unaddressed may have major clinical and public health implications. Our findings the 

lack of attention given to spiritual wellbeing (Selman et al., 2013). 

Achieving a shift to PCC enhances collaboration between HCP and patients, and 

adherence to treatment plans (Roumie et al., 2011; Thompson & McCabe, 2012), 

improves health outcomes, and increases patient satisfaction (Bertakis & Azari, 2011; 

Ekman et al., 2012). Similar PCC interventions could help to improve outcomes for 

PLWHA and to achieve global targets such as the 90-90-90 targets. The burden of 

symptoms and concerns among PLWH negatively influences treatment adherence and 

retention in care, which in turn increases infectiousness, viral resistance and potential 

treatment failure (Gonzalez et al., 2011; Nachega et al., 2013). To ensure PCC delivery 

for PLWHA, good quality care that focuses on the ‘person’ and not their disease only, is 
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required (British HIV Association, 2018) as a measure of healthcare quality (Wolfe, 

2001).   

 

 

Limitations 

We only included studies published in English, and those that stated that they provided 

person-centred care (using related terms). We also acknowledge that the concept of 

PCC is Western in origin (Setlhare et al., 2014), and it’s meaning, and practices may 

differ across cultures (Abboah-Offei et al., 2019). 

 

Conclusion 

This review highlights the lack of research evidence in terms of PCC components 

(physical, psychological, social and spiritual wellbeing) delivered by professionals 

alongside HIV clinical management in community settings. Findings also show that 

PCC interventions that focus on training HCP to holistically manage symptoms and 

concerns of PLWHA as part of the care delivery process, can improve wellbeing and 

quality of life for PLWHA. Consequently, future studies should focus on training HCP 

to identify and manage multidimensional needs and explore context specific PCC 

components to inform future PCC interventions. Interventions must be based on 

evidence of what matters to patients and be feasible for HCP to deliver (Abboah-Offei 

et al., 2020). Clear articulation of the meaning and practice of person-centred HIV care, 

implementation strategies, and measurement of outcomes using appropriate validated 

outcome measures are needed to meet policy recommendations.  
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Table 1: Search strategy 

Databases and other sources 

searched from 1980 to January 

2020 

Search terms 

 

1. CINAHL, Embase, 

PubMed, Medline, 

PsycINFO and Web of 

Science 

 

 

2. Reference lists of 

included studies 

 

Keywords set 1 

 

‘HIV’ OR ‘AIDS’ and related terms 

 

Keywords set 2 

 

‘person-centred care’ OR ‘patient centred 

care’ OR ‘client-centred care’ OR ‘family-

centred care’ OR ‘personalised care’ OR 

‘individualised care’ OR ‘holistic care’ 

 

Keywords set 3 

 

‘community care’ OR ‘community 

healthcare’ OR ‘primary care’ OR ‘primary 

health care’ OR ‘home-based care’ OR 

‘community and home-based care’  

 

Keywords set 4 

 

‘interventions’ OR ‘implementation’ OR 

‘evaluation’ OR ‘effectiveness’ 
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Table 2: Inclusion and exclusion criteria 

Inclusion criteria Exclusion criteria 

 

• Primary studies of any designs reporting models 

of person-centred care (as defined by Mezzich) for 

PLWHA led by formally trained HCP and delivered in 

the community 

• Studies of adults aged 15 years and above 

(UNAIDS, 2015b). 

• Studies published from 1980 to date. 

 

• All studies of any design reporting on HIV testing/ 

counselling/ adherence only would be excluded.   

• Studies reporting on CBHS for children and 

adolescents (from age 0-14 years) 

• Any CBHS neither delivered by nor/ supervised by 

trained professionals will be excluded.   

• Editorials, opinion pieces, conference abstracts, 

descriptive studies, case studies and reviews. 

• Studies presenting adjunct services only, without 

management of HIV disease. 
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Table 3: PCC components delivered in studies retained (n=5) as mapped onto Mezzich 

domains  

Study Physical Psychological Social  Spiritual 

(Bendetson et al., 2017) ✓  ✓  ✓   

(Lowther et al., 2015b) ✓  ✓  ✓  ✓  

(Morgan, 2014) ✓  ✓  ✓  ✓  

(Robinson et al., 2006) ✓  ✓  ✓   

(Steward et al., 2018) ✓  ✓    
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Table 4: Data extraction table 

 

Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

Bendetson et 

al., 2017, 

 

USA,  

 

High-income. 

0.7 To evaluate the linkage to 

care specialist (LTC-S) 

intervention among those 

who were newly 

diagnosed of HIV in 

order to assess early 

emotional and cognitive 

reactions following a new 

HIV diagnosis, and their 

potential impact on 

linkage to care (LTC). 

 

Single group non-trial 

Outpatient 

(participants 

were 

considered 

linked to care 

if they 

attended a 

medical visit 

with any HIV 

primary care 

provider 

within 3 

months of 

Client-centred Linkage 

Intervention 

 

Phase 1: mainly consists of client-

centred, resiliency-based 

counselling and support, which 

starts immediately after a positive 

HIV test result with the aim of 

establishing a support and linkage 

plan. 

 

Phase 2: attempts to promote a 

sense of a responsive care system 

i. Psychological 

care (counselling 

and support). 

 

ii. Physical care 

(addressing self-

care goals and 

entering HIV 

medical care). 

Primary outcome: 

Linkage to care, treated 

as a dichotomous 

(Yes/No) variable 

(Linkage to care is a 

face-to-face visit with 

an HIV medical 

provider within 3 

months of diagnosis) 

 

Secondary outcome: 

Retention in care and 

viral suppression at 

Primary outcome: 

 

Of the 118 recruited, 111 (94%) 

took an average of 25.5 days to 

link to care (range: 1-72days); the 

LTC-S spent an average of 

2.1hours working with each 

participant (range: 0.5-5.2 hours). 

Interactions were mainly in-

person meetings (mean: 1.8 per 

person) and phone conversation 

(mean: 2.7 per person). 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

feasibility cross-sectional 

study, 

 

 N=118. 

diagnosis) by demonstrating the flexibility 

and availability of the LTC-S 

through frequent meetings, phone 

calls text messages and/or email as 

individual needs dictates. LTC-S 

also focuses on helping clients 

develop or reinforce the concrete 

skills (planning ahead, making/ 

rescheduling appointments) that 

are required for successful 

engagement in care. 

 

Phase 3: is shaped mainly by 

client’s readiness to engage in care, 

reflecting an efficient use of LTC-S 

retention, both treated 

as dichotomous 

(Yes/No) variables  

(Retention in care is 

defined as 2 HIV 

medical visits at least 3 

months apart within a 

12-month period. Viral 

suppression is having a 

viral load <200 copies 

per millilitre). 

No validated measure 

was used. 

 

Secondary outcome: 

 

102 participants (91.9%) of those 

linked were retained in care for 

the year following linkage. 

The development of 

individualised linkage and support 

plans through LTC-S encouraged 

autonomous and promoted a sense 

of personal control over self-care 

decisions. 

This client-centred, strength-

based intervention was successful 

in linking 94% of enrolled 

participants in care. 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

and care team resources. For 

individuals who do not link 

initially but demonstrate interest in 

receiving care at the Center, the 

LTC-S introduces clients to care 

team members to help establish 

relationships. If any appointments 

are missed, the LTC-S intensified 

outreach to explore challenges and 

identify specific barriers to care. 

The LTC-S strategises with clients, 

providing referrals to any resources 

they may view as more pressing 

than HIV care at the time, and 

reschedules appointments when 

 

Results demonstrate that client-

centred, resiliency-based LTC 

services can be seamlessly 

integrated into an existing HIV 

testing program, thereby 

increasing the chances that newly 

diagnosed individuals will link to 

care. 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

appropriate. 

Lowther et al., 

2015b, 

 

Kenya, 

 

Lower-middle 

income. 

0.9 To test the effectiveness 

of integrating palliative 

care into existing 

outpatient care for 

PLWHA on ART; 

 

RCT, longitudinal study 

 

N=120 

Outpatient 

care in a 

community 

hospital 

Holistic patient-centred care  

 

This intervention was delivered by 

two experienced nurses who 

received 2 weeks of fulltime 

palliative care (PC) training 

delivered by Kenyan experts from 

the Kenyan Hospice and Palliative 

Care Association (KHPCA). The 

experts used KHPCA’s standard 

PC training programme with 

additional focus on HIV PC and 

quality of life in chronic disease.  

 

i. Physical (pain 

and symptom 

management, 

with nutrition 

services). 

 

ii. Psychological 

(not described),  

 

iii. Social 

(providing 

ethical and legal 

support and 

others not 

Primary outcome:           

1-point change in pain 

score measured with 

APCA POS. 

 

Secondary outcome:  

i. 10-point change in 

quality of life (QoL) 

score (physical and 

psychological 

dimensions) measured 

with the MOS-HIV;     

  

ii. Psychological 

Primary outcome:  

i. Pain - Control: [1.0 (IQR 0.0-

2.0) at baseline to 5.0 (3.0-5.0)] at 

final timepoint; Intervention: [1.0 

(0.0-2.0) at baseline to 4.5 (3.0-

5.0) at final timepoint]. Compared 

to standard care, the intervention 

had no significant effect on pain 

(coefficient -0.01, 95% CI -0.36 

to 0.34, p=0.95).  

 

Secondary outcome: 

i. MOS-HIV QoL - Physical 

health (coefficient 0.44, 95% CI 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

The training was didactic and 

delivered by nurses, doctors, and 

counsellors, with 4 days of 

shadowing a PC clinician, who 

became their clinical mentor after 

the training.  

Topics included pain management, 

symptom management, nutrition, 

psychosocial and spiritual 

assessment and care, breaking bad 

news, ethical and legal issues, and 

bereavement. 

The nurses used a standardised 

multidimensional assessment and 

care planning instrument for all 

described) 

 

iv. Spiritual 

wellbeing 

(supporting 

PLWHA to 

understand the 

meaning of their 

illness and to 

find peace) 

morbidity measured 

with General 

Household 

Questionnaire-12 

(GHQ-12);                 

 

iii. Palliative care-

related problems and 

concerns measured 

with APCA POS and 

ART adherence 

measured by asking 

questions about missed 

doses of ART and 

weather the timing was 

0.02 to 0.91, p=0.06);  

Mental health (coefficient 0.61, 

95% CI 0.13 to 1.10, p=0.01). 

 

ii.GHQ-12 Psychological 

morbidity (coefficient -0.50, 95% 

CI -0.97 to -0.03, p=0.04). 

 

iii. APCA POS (Palliative care 

related problems and concerns) 

total (0.69, 95% CI 0.26 TO 1.12, 

p=0.002): Symptoms (coefficient 

-0.05, 95% CI -0.39 to -0.29, 

p=0.78); Worry (coefficient -0.37, 

95% CI -0.09 to 0.83, p=0.11); 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

PLWHA allocated to the 

intervention to provide holistic 

PCC. The instrument was 

developed from existing 

assessment schedules from PC 

services across the region and 

systematically addressed physical, 

psychological, social, and spiritual 

wellbeing and patients’ 

understanding of their illness and 

adherence to ART. Care plans 

were included to plan and review 

care against prioritised needs. 

 

The nurses had a weekly clinical 

appropriate. 

 

Apart from ART 

adherence assessment, 

all measures used are 

validated. 

Ability to share feelings 

(coefficient 0.93, 95% CI 0.28 to 

1.57, p=0.005); Feeling life 

worthwhile (coefficient 0.23 95% 

CI -0.48 to 0.94,p=0.52); Feeling 

at peace (coefficient 0.37 95% CI 

-0.18 to 0.93, p=0.19); Help & 

advise for family to plan for the 

future (coefficient 0.78 95% CI 

0.28 to 1.28, p=0.002).  

Person-centred assessment and 

care delivered by trained nurses 

had positive effect on self-

reported mental health related 

QoL and psychosocial wellbeing. 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

support with their clinical PC 

mentor to review complex cases. 

 

Morgan, 2014, 

 

USA, 

 

High-income. 

0.7 To examine the 

feasibility of an ongoing 

holistic wellness program 

in a residential facility for 

PLWH, 

 

Single group non-trial 

feasibility cross-sectional 

study, 

 

N=10. 

HIV/AIDS 

community 

service 

organisation 

providing 

medical 

respite, HIV 

case 

management, 

HIV testing 

and 

counselling, 

impatient 

Practical holistic self-care tools 

used to manage symptoms: 

 

i. Use of yoga and JourneyDance 

to improve mood, perceived stress, 

and quality of life; 

  

ii. Use of meditation (a state of 

heightened mental awareness and 

inner peace) to promote mental, 

physical, and spiritual benefits; 

 

iii. Use of Reiki Healing Circles (a 

i. Physical 

(JourneyDance, 

Meditation, 

Reiki Healing 

Touch)  

 

ii. Psychological 

(Yoga, 

JourneyDance, 

Meditation, 

Reflective 

Journaling) 

 

Physical, 

psychological, social 

and spiritual wellbeing 

 

Improvement in 

physical, 

psychological, social 

and spiritual wellbeing. 

 

No validated measure 

was used 

 

i. All 10 participants either 

maintained or progressed to the 

next behavioural health treatment 

level and no reported drug or 

alcohol relapse was noted during 

the 4-week program.  

ii. Survey responses from 

PLWHA consistently indicated a 

feeling of calm with more energy, 

physically stronger, sleeping 

better, more physically stable, and 

generally better equipped to 

selfcare.  
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

chemical 

dependency 

treatment, 

mental health 

therapy, 

support 

groups, 

assisted living 

and 

independent 

housing 

Japanese practice for relaxation) to 

reduce stress and may also 

promote physical, emotional, 

mental, and spiritual healing; 

 

iv. Use of Reflective Journaling (a 

guided questioning and 

restructuring strategies) to help 

PLWHA to examine their feelings 

and cognitions surrounding 

maladaptive health behaviours 

through interactive journaling 

binders. 

iii. Social 

(Reflective 

Journaling and 

JourneyDance), 

 

iv. Spiritual 

wellbeing 

(Meditation, 

Reiki Healing 

Touch) 

 

iii. PLWHA also expressed a 

feeling of patience, increased 

mental focus, and confidence in 

their ability to address everyday 

issues and the physical symptoms 

associated with HIV.  

 

iv. 3 of the 10 reflective journals 

were 100% completed. Others 

reported still working on their 

journals and intended to complete 

all the guided questions. All 10 

PLWH agreed that the journal 

should be incorporated into future 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

programs. 

 

v. 9 of the 10 PLWHA completed 

the Reiki Healing Circles 

practitioner training and received 

Level 1 practitioner certification.  

 

vi. 5 weeks post-program meeting 

held revealed three main themes: 

a) PLWHA want the holistic 

wellness program to be 

mandatory; b) PLWHA felt 

empowered to have acquired 

more tools to practically integrate 

into their lives and c) PLWHA 
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Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

requested that the holistic 

activities become part of an 

ongoing outpatient activity. 

 

Robinson et al., 

2006, 

 

USA,  

 

High-income. 

0.6 To describe nursing 

interventions provided to 

PLWHA in a home 

setting using palliative 

care framework, 

 

Single group pilot study 

using a cross-sectional 

design, 

 

Nurses n=8,  

Home-based 

care 

Care delivery with palliative care 

philosophy 

 

i. Nurses were instructed to 

audiotape a description of the 

intervention they provided in home 

visits right after he visit; 

 

ii. The principal investigator 

conducted an observation home 

visit, wrote and discussed every 

i. Physical 

(symptom 

assessment and 

management) 

 

ii. Psychological 

(allowing 

PLWHA to talk 

about their mood 

and missing their 

loved ones, ad 

Outcomes: 

i. Symptoms of 

PLWHA (physical and 

psychological) 

measured with  

Sign and Symptom 

Checklist for HIV 

(SSC-HIVrev); 

 

ii. Psychological 

(support was provided 

i. Top ten symptoms reported by 

PLWHA were:  

(a) numbness/ tingling of feet and 

toes (69.3%); 

(b) Muscle aches (61.5%);  

(c) Weakness (61.5%);  

(d) numbness and 

Tingling of legs (61.5%);  

(e) Fatigue (53.9%);  

(f) Painful joints (57.7%);  

(g) Thirst (53.8%);  
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Income status 
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Study aim/ Design/ 
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Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

 

PLWH n=26. 

intervention observed with the 

nurse after each visit; 

 

iii. Sign and Symptom Checklist 

was used to determine whether 

PLWH were experiencing HIV-

related symptoms “today” and if 

so, to rate the symptoms as mild, 

moderate or severe.  

about their 

declining health)  

 

iii. Social 

wellbeing 

(mitigating social 

isolation of being 

homebound)   

to PLWH regarding 

final arrangements 

towards the end of 

life); 

 

iii. Social/ emotional 

concerns (social 

isolation of being 

homebound which 

affected eating habit 

was addressed by 

buying client 

takeaway; and planning 

a marriage/ vacation 

trip. Although marriage 

(h) Depression (50%);  

(i) Shortness of breath with 

activity (50%); and  

(j) difficulty concentrating 

(46.2%).  

 

ii. Improvement in psychological 

and social wellbeing were 

addressed using a qualitative 

approach 
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Income status 
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Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 

care components 

Outcomes/ measures 

used 

Results and effectiveness 

 

did not happen, client 

still had a vacation 

with partner). 

 

SSC-HIVrev is 

validated 

Steward et al., 

2018, 

 

USA,  

 

High-income. 

0.7 To examine provider and 

patient perspectives of 

the patient-centred 

medical home (PCMH) at 

five demonstration 

project sites to 

understand why the sites 

emphasise the 

implementation of 

Outpatient 

primary care 

clinic 

Patient-centred medical homes 

 

HCP relied on patient activation 

including expanded clinic hours, 

same day appointments, patient 

electronic health record portals to 

collaboratively develop and 

implement care plans 

i. Physical 

(integrating 

medical and 

nonmedical case 

management) 

 

ii. Psychological 

(not described). 

N/A N=60 key informants and 53 

PLWHA were interviewed. 

 

i. Both PLWHA and key 

informants spoke highly of 

patient-centred medical home’s 

care coordination (new position) 

component, making it the 

endorsed mechanism of action; 
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Results and effectiveness 

 

PCMH components that 

did not require patient 

activation; 

  

Qualitative observational 

study,  

 

Providers n=60, 

 

PLWH n=53. 

  

ii. PLWHA also spoke highly of 

team-based model of care making 

them able to see any of the team 

members without any hesitation; 

 

iii. PLWHA further reported their 

clinic utilisation was linked to 

patient-centred medical home’s 

attributes on open communication 

as they were able to talk to their 

providers without holding back 

any information through email, 

phone calls or in person.   

 



33 
 

Author/ Year/ 

Country/ 

Income status 

Quality  

Score  

 

Study aim/ Design/ 

sample size 

Care structure Care processes Person-centred 
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Results and effectiveness 

 

iv. Key informants also spoke 

highly of PLWHAs’ perspectives 

on patient-centred medical 

home’s impact on stigma and how 

it has elicited a need for creating 

trusting environments for 

PLWHA. 

 

v. Both key informants and 

PLWHA emphasised that trust 

was crucial in overcoming non-

attendance to HIV clinics. 



34 
 

Table 5: Donabedian framework to assess care quality 

Care structure  

(physical setting including 

HCP) 

Care process 

(mechanism and resources to achieve outcomes) 

Outcomes  

(change in patient status attributable 

to preceding intervention)  

Structure represented the 

who delivered the care. 

Three studies utilised 

outpatient services within 

primary and community 

clinics (Bendetson et al., 

2017; Lowther et al., 2015b; 

Steward et al., 2018), and 

the remaining two studies 

delivered services in a 

home-based and residential 

facility (Morgan, 2014; 

Robinson et al., 2006).  

 

Care processes included multidimensional person-centred 

assessment and integrated palliative care, yoga, meditation 

and Reiki practice for medical treatment, adherence, 

selfcare, nutrition, fatigue, muscle aches, weakness, pain 

other symptoms assessment and management, (physical); 

counselling delivered through motivational interviewing, 

relationship building, and yoga, meditation and Reiki 

practice for depression, perceived stress and psychological 

distress (psychological) (Bendetson et al., 2017; Lowther 

et al., 2015; Morgan, 2014; Robinson et al., 2006; Steward 

et al., 2018). 

Those who provided social care also utilised client-centred 

communication and Reiki practice to develop meaningful 

relationships and provision of material support to mitigate 

against stigma and discrimination, social isolation, burden 

of disclosure, legal issues, transportation, housing, the 

burden of caregiving and breadwinner roles (Lowther et 

al., 2015a; Morgan, 2014; Robinson et al., 2006). 

Moreover, those who provided spiritual care supported 

PLWHA through meditation and Reiki practice to identify 

a reason to feel at peace, and to renew relationships with 

faith or other supernatural being considered important to 

them (Lowther et al., 2015a; Morgan, 2014). 

 

Outcomes included linkage to care, 

adherence, retention in care, viral 

suppression, and improvement in 

physical, psychological, social and 

spiritual wellbeing. Of these 

outcomes only one study used 

validated measures to measure care 

outcomes (Lowther et al., 2015). 

The most common outcomes 

assessed in these studies were 

adherence, retention in care, viral 

suppression, linkage to care and 

improvement in physical and 

psychological wellbeing 

(Bendetson et al., 2017; Lowther et 

al., 2015; Morgan, 2014; Robinson 

et al., 2006; Steward et al., 2018). 

The least outcomes assessed were 

social (Lowther et al., 2015a; 

Morgan, 2014; Robinson et al., 

2006) and spiritual wellbeing 

(Lowther et al., 2015; Morgan, 

2014) see Table 4 for details on 

care outcomes.  
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Figure 1: PRISMA flow diagram 

 

 

 


