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Abstract

Introduction: This systematic review was undertaken based on available data on human immunode-
ficiency syndrome (HIV) care, management, and support services provided by mobile health clinics 
(MHCs) in various countries globally, to identify available HIV care and support services, as outlined 
by PEPFAR’s ‘universal’ framework for MHCs. The review question was “What universal HIV care 
and support is available at MHCs?” 
Material and methods: The search yielded 34,954 articles and was conducted within four databases, 
including EBSCOhost (UKZN library), Google Scholar, PubMed, and CINAHL. The search yielded 
25 studies, which met the inclusion criteria, from 2011 to 2020. 
Results: Seven themes were identified relating to HIV care and support services offered by MHCs. 
Theme 1: Fragmented or selected universal HIV care and support services available at mobile health 
clinics, Theme 2: Lack of local support for HIV care and support services from ministries of health. 
Theme 3: Success relies on multiple stakeholders’ engagement. Theme 4: Excellent platform to reach 
marginalized population and expanding healthcare access. Theme 5: Possible multi-health program 
delivery. Theme 6: Implementation of critical viable point-of-care services. Theme 7: Follow-up care 
leads to successful health outcomes for patients attending MHCs. 
Conclusions: Intentional and carefully planned HIV services delivered by MHCs ensure that mini-
mum universal HIV care and support is achieved for people living with HIV. Local access to healthcare 
services is improved and yielding positive impact by reducing HIV-related morbidity and mortality 
rates in the communities, while at risk-populations are considered.  
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Review paper  

Introduction 
A review of  the  literature was undertaken by three in-

dependent reviewers to ascertain the  nature of  universal 
human immunodeficiency syndrome (HIV) care and sup-

port services provided by mobile health clinics (MHCs) in  
various countries of the world. MHCs is a part of community- 
based and clinic-based integrated HIV care model [1, 2].  
In the  South African context, MHCs are well situated to 
bridge the gap between healthcare system and community [3], 
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Inclusion and exclusion criteria 
Studies were eligible for inclusion if they reported data 

on at least one of the following outcomes linked to universal 
HIV care: Linkage to care for immediate initiation of  an-
tiretroviral therapy for newly diagnosed with HIV people, 
with clinical and laboratory monitoring, including viral load 
monitoring; TB screening; Provision of cotrimoxazole pro-
phylaxis; Optimization of  retention in care and adherence 
to antiretroviral therapy. Furthermore, published studies not 
more than ten years old (2011-2020) offering HIV care ser-
vices within the  mobile health clinic setting globally were 
considered. Studies were limited to those written and pub-
lished in the English language. All studies, which were old-
er than ten years were excluded from the review, including 
studies reporting on universal HIV care not in mobile health  
clinics. 

Study selection and search strategy 
Study selection was conducted between January and 

July 2020, with the  last search done on July 20, 2020, with 
a help of a librarian. Two independent reviewers conducted 
study selection process by screening titles and abstracts from  
EBSCOhost (UKZN library), Google Scholar, PubMed, and 
CINAHL search engines, guided by review inclusion and 
exclusion criteria. A  total of  34,954 research articles were 
found, which matched the search words: HIV care/ and sup-
port, antiretroviral therapy, mobile health clinics, NIMART 
trained nurses, community-based HIV, community-based 
clinic. All the abstracts were read, and 17,288 articles were 
eliminated. One hundred and two studies remained, and 
were read in full by all three reviewers. This resulted in fur-
ther 77 studies being excluded as they did not meet the re-
quired criteria, which left 25 studies that provided HIV 
care and support by MHCs, and a  consensus was reached 
by all three reviewers. A 5-step search process was applied, 
followed PRISMA flow diagram of 2010 [9], as displayed in 
Figure 1, to identify data included and excluded, with their 
rationale for exclusion. Since all the  included studies were 
publicly available, they did not need approval from authors 
for use. All the  full-text studies that met inclusion criteria 
were subjected to quality appraisal (Table 2). 

Data extraction 
A study protocol was developed to document the study. 

Multiple types of studies were included for this review since 
multiple aspects of  HIV care and support were required. 
Therefore, cross-sectional descriptive studies, randomized 
clustered trials, and mixed methods studies were included 
in the  review. All the  studies were used to discover what 
aspect of HIV care and support is being rendered in MHCs. 
Setting was MHCs globally, perspective was people living 
with HIV, and interventions were finding out information 
regarding the  nature of  HIV and support services. There 
were no comparisons, and outcome measures were for 

and they have been widely adopted worldwide as an  effec-
tive strategy to render effective healthcare services. Recent-
ly, MHCs are seen as a  strategy that could aid in reaching 
the goal of achieving universal access to healthcare, especially 
in BRICS countries (Brazil, Russia, India, China, and South 
Africa) [2]. MHCs are utilized heavily towards eliminating 
inequality within healthcare systems and attaining universal 
health coverage [4] through moving health vehicles. These 
purposefully built vans or vehicles go to different communi-
ty settings and build a link between community and health-
care delivery systems [3]. The link is built by ensuring that 
essential health services are delivered into the  community. 
An MHC is a vehicle with a driver and clinical equipment, 
with a healthcare provider, such as a doctor or nurse, who 
visits areas regularly to provide health services [5]. Registered 
nurses are the main drivers of MHCs in the South African 
public health system [6]. 

According to the UNAIDS [2], HIV care and support are 
a comprehensive set of  services, including medical, psycho- 
social, physical, socio-economical, nutritional, and legal 
supports. These services are crucial to well-being and sur-
vival of people living with HIV and their caregivers as well 
as orphans and other vulnerable children. Care and support 
services are needed from the point of diagnosis throughout 
HIV-related illness, regardless of the ability to access antiret-
roviral therapy. These services are divided into universal and 
contextual services. 

The main aim of this work was to review the literature on 
available HIV care and support services delivered by MHCs 
utilizing the  United States President’s Emergency Plan for 
AIDS Relief (PEPFAR) ‘universal’ HIV care and support 
framework [7]. Four main areas are described under this 
framework: 1. Linkage to care for immediate initiation of anti
retroviral therapy for newly diagnosed with HIV people, with 
clinical and laboratory monitoring, including viral load moni
toring; 2. Tuberculosis screening; 3. Cotrimoxazole prophy-
laxis; 4. Optimization of retention in care and adherence to 
antiretroviral therapy. 

Review question 
The review question for this study was: ‘What univer-

sal HIV care and support services are available at MHCs?”. 
SPICE conceptual framework tool [8] was used for defining 
the review question, as depicted in Table 1. 

Table 1. SPICE conceptual framework tool 

Criteria Determinant 

Setting Mobile health clinics globally 

Perspective People living with HIV 

Intervention Universal HIV care and support 

Comparison None 

Evaluation Provision of at least one component 
of universal HIV care and support 
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Figure 1. PRISMA flow diagram

Full-text articles excluded, with reasons  
(n = 77) 

Table 2. Assessment of studies using Critical Appraisal Skills Programme (CASP) 

Authors, year Study design Assessment of studies 

Gibson et al., 2014 Retrospective cross-sectional study 10/12 (83%) 

Billioux et al., 2015 Retrospective observational study 12/12 (100%) 

Geoffroy et al., 2014 Retrospective cross-sectional study 11/12 (92%) 

Van Dijk, 2014 Prospective cohort study 9/12 (75%) 

Parker et al., 2015 Cross-sectional study 9/12 (75%) 

Labhardt et al., 2014 Cluster-randomized trial study 8/11 (73%) 

Moon et al., 2014 Descriptive evaluation study 8/12 (67%) 

Barnabas et al., 2016 Randomized multi-site open-label trial study 8/11 (73%) 

Sanga et al., 2017 Prospective mixed-method study 9/12 (75%) 

Bassett et al., 2014 Prospective cohort study 8/12 (67%) 

Wasantioopapokakorn et al., 2018 Descriptive evaluation study 10/12 (83%) 

Bajunirwe et al., 2020 Descriptive evaluation study 9/12 (75%) 

Hatcher et al., 2012 Cross-sectional study 8/12 (67%) 

Maughan-Brown et al., 2019 Multimethod study 9/12 + 8/10 (78%) 

Gorman et al., 2015 Retrospective non-experimental, observational 12/12 (100%) 

Govindasamy et al., 2011 Non-experimental retrospective, observational 12/12 (100%) 

Govindasamy et al., 2013 Observational cohort 11/12 (92%) 

Kohli et al., 2012 Descriptive study 10/12 (83%) 

Kojima et al., 2017 Descriptive study 9/12 (75%) 

Kranzer et al., 2012 Cross-sectional study 10/12 (83%) 

Larson et al., 2012 Retrospective pilot study 11/12 (92%) 

Nakigozi et al., 2011 Cohort survey study 8/12 (67%) 

Nglazi et al., 2012 Retrospective observational study 10/12 (83%) 

Freeman-Romilly et al., 2017 Retrospective cohort study 9/12 (75%) 

Schwartz et al., 2017 Cross sectional study 9/12 (75%) 
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follow-up care leads to successful health outcomes for pa-
tients attending MHCs (n = 8). 

Theme 1: Fragmented or selected 
universal HIV care and support 
services available at mobile health 
clinics 

In this review, it was noted that there was a shortfall in 
HIV care provided by MHCs, as they were not delivering 
the  entire package specified in PEPFAR’s framework on 
HIV care and support. Limitations of  four out of 25 stud-
ies demonstrated to have incorporated and adopted full- 
service package according to PEPFAR’s universal HIV care 
and support framework, which contains all four components 
described in the framework. These studies were conducted in 
separate countries, such as Mozambique [11], Zambia [12], 
Uganda [13], and the United States of America [14]. The re-
maining 84% of the studies included either focused on sin-
gle, double, or triple services according to the HIV care and 
support framework [15-22]. 

This could be due to multiple factors, such as human and 
skills shortages, and infrastructure, amongst others. As a re-
sult, only three studies successfully demonstrated that viro-
logical and immunological monitoring of the disease is pos-
sible in MHCs [11, 15, 18]. Such monitoring plays a key role 
in understanding management and treatment of the condi-
tion. Findings from such studies indicated that viral load 
monitoring yielded positive results while early adherence 
counselling was initiated early, and during the  routine  
24 weeks, viral load improved and adherence was noted 
as patients remained virally suppressed for a mean time of  
4.6 years [18]. Other researchers have recommended that 
such point of  care services (viral load and CD4+ count) 
would improve linkage [23]. Even though Jani et al. [24] 
and Moon et al. [11] reported an increase by 25% of people 
who received their CD4+ count and this was not sustained 
through the continuum of HIV care. Likewise, 32% was re-
ported by Nakigozi et al. [13], while Govindasamy et al. [25]  
reported those with CD4+ counts ≤ 200 cells/μl took on  
average less than a month (3 weeks) to access care. 

Screening of TB is essential for people with HIV, as up to 
73% of individuals with TB are co-infected with HIV, espe-
cially in South Africa [26]; however, only seven MHCs pro-
vided incorporated TB management in their services [11-14, 
25, 27, 28]. This means fragmented care is rendered to 
HIV-infected patients, even though they are provided with 
MHC, which could prove very costly for both patients and 
healthcare system, as patients would still require to visit diffe
rent fixed health facility for omitted services; meanwhile, one 
of the greatest advantages of MHCs was reported convenience 
and reducing cost for transportation [12, 29]. Cotrimoxa
zole prophylaxis is used to reduce morbidity and mortality 
in people with HIV [30]; therefore, it is considered import-
ant in the management of HIV-infected individuals, and is 
incorporated in their care. However, it was found that only 
six MHCs were offering such added services [11-14, 20, 31]. 

MHCs to provide at least one component of universal HIV 
care and support. The search yielded 25 studies published 
between 2011 and 2020, which met inclusion criteria. Sa-
binet, PRISMA (preferred reporting items for the system-
atic review and meta-analysis) tool was used for the review 
process and results. The search was conducted twice with 
the  help of  UKZN-based librarian through databases/
search engines, followed by a manual search of a reference 
list of  eligible studies. Titles, abstracts, methods, and re-
sults of different studies were screened by the two review-
ers independently for inclusion of potential articles as well 
as for removal of duplicates. 

Quality appraisal 
The Critical Appraisal Skills Programme (CAPS) tool [10] 

was applied for all the  eligible studies. CAPS’ set of  eight 
critical appraisal tools are designed to be used when read-
ing a  research, and include tools for systematic reviews, 
randomized controlled trials, cohort studies, case-control 
studies, economic evaluations, diagnostic studies, qualitative 
studies, and clinical prediction rule. For this review, a cohort 
study, case-control, and qualitative checklists were used to 
assess the articles thoroughly and systematically, to ensure 
their relevance and trustworthiness. Table 2 depicts the 25 
studies assessed to confirm their relevance. 

Results 
There were 25 eligible studies identified from the search 

activities illustrated in Figure 1 and Table 2. Twenty-one 
studies were cross-sectional cohort studies, two were mixed 
method, and two were randomized trials. 

Characteristics of included studies 

Characteristics of the included studies shown in Table 2 
have seven entries for each study, including author(s), aims, 
design, sampling, setting, major findings, and limitations. 
The studies were from various regions and different variables 
were explored in relation to HIV care and support services 
offered by MHCs. 

Brief description of status 
of knowledge 

Seven themes emerged from the findings of the review: 
Fragmented or selected universal HIV care and support ser-
vices available at mobile health clinics (n = 21); lack of  lo-
cal support for HIV care and support services by ministries 
of health (n = 25); success relies on multiple stakeholders’ 
engagement (n  =  10); excellent platform to reach margin-
alized population and expanding heal care access (n  =  7); 
possible multi-health program delivery (n  =  16); imple-
mentation of  critical viable point-of-care services (n  =  9);  
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The  question should be asked whether MHCs providing 
HIV care and support can deliver comprehensive HIV care 
needed by patients, or just a partial service. 

Theme 2: Lack of local support  
for HIV care and support services  
by ministries of health 

The major observation noted was that all the HIV care 
and support services were mainly from external donor fund-
ing through various non-government organizations. Local 
HIV care and support services through MHCs were not 
evident as a part of or an extension of every day national, 
provincial, or district health services delivery system. Exter-
nal funding is most beneficial since it provides a platform 
for initiation and implementation of  universal HIV care 
and support services either partially or comprehensively. 
On most occasions, the  project is available for more than  
12 months and provides sustained opportunity beyond its’ 
existence. People living with HIV become the greatest bene
ficiaries in the  process, since significant clinical outcomes 
can be yielded. Furthermore, local health delivery systems 
receive support and chance to expand, strengthen their 
health delivered programs, and sometimes even introduce 
new programs with a special focus, such as men who have 
sex with men (MSM) or transgender individuals [22, 32]. 

Theme 3: Success relies on multiple 
stakeholders’ engagement 

More favorable HIV care and support outcomes were 
attained especially when there was a strong partnership be-
tween the health services provider and the local community 
at various levels, either through local leadership or part-
nering with existing local healthcare institutions/existing 
NGOs, and through training and mentorship. 

Involvement of local community 
leadership 

Over 90% HIV linkage to care was reported in studies 
where local leaders, such as chiefs, were involved [11, 20, 23, 
33, 34], as opposed to 10-37% reporting no such involve-
ment [17]. Community leaders were instrumental before 
launching a  project and during implementation phases. 
Project uptake by community members is easier if they 
see buy-in from their leaders. It should be highlighted that 
the success of any MHC services depends on acceptability 
of  that service by community members. Community en-
gagement and participation is key to success of MHC ser-
vices, as demonstrated by Kojima et al. [34] and Schwartz 
et al. [35], where community leaders, providers, traditional 
healers, and patients formed a partnership, and full involve-
ment with sense of ownership was felt. This is of the essence 
since HIV stigmatization is prevalent in certain communi-
ties. Various studies reported that patients preferred to test 
5 km away MHC [14, 32, 36], yet patients diagnosed with 

HIV in a community setting needed culturally appropriate 
support to ensure they access to HIV care [14, 32]. This helps 
further when collaborating with community organizations 
for required mitigation strategies [10]. The above-mentioned 
evidence demonstrates that the mere availability of the ser-
vices did not guarantee their uptake unless local support was 
embraced. Several studies have reported poor linkage to HIV 
care support services from MHCs [13, 20, 23, 37, 38] despite 
monetary incentives in some instances [35, 38-40]. However, 
good linkage to HIV care support and treatment has been re-
ported in various studies proving HIV care in MHCs [11, 19, 
21, 25, 27, 32, 41]. 

Partnership with existing healthcare 
institutions 

Partnership with existing healthcare institutions is done 
so there can be extension/ expansion of healthcare services, as 
demonstrated in Congo, Tanzania, Swaziland, Mozambique, 
Zambia, Lesotho, and Thailand [11, 12, 20, 22, 23, 33, 41]. 
This is critical in ensuring that the services will continue be-
yond NGO’s term of office. Furthermore, Geoffroy et al. [31] 
demonstrated how effective MHCs can be in complement-
ing the fixed clinic during drug stock-out periods, as peo-
ple were able to get their cotrimoxazole prophylaxis supply 
from them. Furthermore, according to Gibson et al. [14] and 
Maru et al. [42], patients living near MHCs were twice as 
likely to adhere to directly administered antiretroviral thera-
py (DAART), which is desired in HIV care for achieving bet-
ter health outcomes as a result of increased service availabili-
ty. A study on HIV-infected children on ART in Zambia was 
conducted to compare those receiving the  same care from 
a hospital and others from MHC. It was found that children 
attained similar CD4+ counts and weight for age Z-scores, 
which confirmed HIV care and support rendered at MHC 
was no less superior than that received at the  fixed-based 
facility [12]. MHCs and fixed clinics can play an important 
supplementary role for each other, especially since no statis-
tical difference has been noted in HIV care from MHCs and 
fixed health facilities [37]. However, studies reported favor 
of one over the other [14, 37]. 

Training and mentorship 

Sustainability of HIV care and support programs can be 
achieved through partnering with the existing local institu-
tion and skills transferring models. Training and mentor-
ship form a part of the skills transfer. This was demonstrat-
ed successfully in Mozambique by Moon and colleagues, 
where local healthcare and non-health workers were 
trained in various skills, including clinical management 
of  HIV, phlebotomy, counselling, and follow-up of  HIV- 
infected people [11]. It has been documented that train-
ing of staff members, especially in sensitive issues, such as 
gender-based violence (GBV) and men who have sex with 
men (MSM), leads to decreased homophobic attitudes and 
increased knowledge of MSM-related health issues, specifi
cally amongst those who demonstrated strongest negative 
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attitudes. It also ensures that ethical, compassionate, and 
competent care is delivered [22, 33, 43, 44]. T﻿his capacita-
tion of individuals would ensure continuity and retention 
of  people in care for longer time. Training of  non-health 
workers or lay-persons as peer educators have been an im-
portant issue, since most success stories of community HIV 
programs can be attributed to their existence [16, 20, 22], 
as patients find it easy to relate to them as opposed to 
healthcare workers who may be unknown to them. World 
Health Organization recommends that trained and super-
vised lay-providers offer HIV testing and ART [46], sug-
gesting that peers can play a greater role in the provision 
of HIV services. 

The commendable thing about the startup of HIV care 
and support services by MHCs has been the delivery of com-
petent care, which has been achieved through training. 
Donors can fund staff development needs and as a  result, 
the specialized care benefits both staff and patients. Further-
more, the general community also benefit through job train-
ing and employment opportunities to various positions not 
limited to caregivers, counsellors, tracers, etc. [27, 33, 34]. 
For instance, in India, a MHC clinic was mainly utilized for 
health promotion, education, and care, but through its’ ed-
ucational function, nearly 700 community workers and 100 
healthcare providers were trained [34]. 

Theme 4: Excellent platform to reach 
otherwise marginalized populations 
and expanding healthcare access 

MHC played a  critical role in reaching out to hard-to-
reach populations that sometimes have a  low health-seeking 
behavior, including men, transgender women, men who have 
sex with men, transactional sex workers, bisexuals, psychiat-
rics, gender-based violence survivors, and substance drug us-
ers [14, 20, 22, 32, 33, 35, 45]. All these populations are at high-
risk for HIV infection and require greatest HIV support and 
care, which is mostly possible through dedicated MHC service. 

Mobile health clinics in HIV care delivery have been shown 
to be the most successful and instrumental in screening for early 
diagnosis and prevention of HIV. Up to 97% of HIV screening 
has been reported in MHCs [39, 40]. This is vital in ensuring 
that the ambitious 90-90-90 strategy is achieved. Moreover, in 
the literature, it was shown that MHCs tend to attain hard-to-
reach populations, such as men [23, 31, 35, 43, 47-49] and those 
with early infections with relatively good immunological status  
[19, 35]. This is very important, since HIV counselling and 
testing (HCT) is a  fundamental component of  HIV care and 
prevention [49]. This means that MHCs can be rolled out ful-
ly in respect to HIV care and support, as they have a potential 
of reaching hard-to-reach populations through tradition hospi-
tal care models, in which most of the patients who present to 
a hospital have already advance disease that is usually costly to 
manage, as opposed to the ones generally found at MHCs. Fur-
thermore, it would ensure more patients are put on treatment, as 
national guidelines have evolved towards initiating ART for all 
people living with HIV regardless of clinical and immunological 
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status [45]. Several studies have shown evidence that retention in 
care through MHCs was good [14-16, 33, 37, 41]. 

Theme 5: Possible multi-health 
program delivery 

HIV-infected individuals tend to have various health 
problems based on HIV pathogenesis. MHCs have demon-
strated the ability to address such problems through various 
specific programs incorporated to HIV care and support 
services. This ensures that a meaningful specific, yet com-
prehensive and responsive healthcare is provided, which 
includes but is not limited to psychological counselling, ma-
laria, long-lasting insecticidal nets [19,31], psychiatric ill-
nesses, substance abusers, specific STI screenings, TB [14, 19, 
25, 27, 28, 33, 34, 39], maternal and child services [11, 12, 34], 
voluntary male medical circumcision, transgender women, 
female sex workers and MSM [32, 35, 45], men [14, 23], 
point-of-use water purification [19], gender-based violence 
interventions [33], nutritional support [37], and basic dis-
ease chronic care [25, 28, 33, 39]. 

Theme 6: Implementation of critical 
viable point-of-care services 

Critical point-of-care (POC) services, such as viral load 
and CD4+ count monitoring tests, have been the backbone 
in the management of people living with HIV (PLWH) em-
bedded in HIV clinical management guidelines. Therefore, 
ideal and effective HIV care services should put them in 
their place. MHCs in Kenya [19, 37], South Africa [21, 27, 
28, 39], United Kingdom [32], and Uganda [15], amongst 
others, demonstrated the  need and effectiveness of  these 
POC services, where turnaround time for results ranged 
from 3 hours to a day. This significantly improves linkage to 
care following the diagnosis, since in the cascade from HIV 
testing to care, one area of attrition is the delivery of CD4+ 
count [25]. Ninety percent service acceptance by patients 
was reported [21], and with availability of ART in MHCs, it 
increases improvement in viral suppression and adherence, 
as structural barriers and distance were eliminated [15]. 

Theme 7: Follow-up care leads to 
successful health outcomes for 
patients attending MHCs 

Effective health outcomes for MHCs patients receiv-
ing HIV care are achievable, not only with clinic visits, but 
also by MHCs teams making conscious efforts to contact 
all the  affected patients via telephone or home visits [25, 
27]. This strengthens the relationship between patients and 
healthcare system, resulting in a  trusted partnership. Such 
follow-ups were done by members employed in MHCs, and 
the care becomes more personal and individualized. Various 
studies have reported positive attributes regarding follow-up 
care matched against outcomes [19, 21, 27, 32, 38, 41]. 

Discussion 
Decentralization and expansion of HIV and care support 

to MHCs are essential, especially towards the  attainment 
of universal healthcare coverage. With positive results report-
ed on utilization of  MHCs in HIV testing, enthusiasm can 
be maintained towards ensuring that universal HIV care and 
support services are provided fully, and can even be expanded 
to contextual HIV support service, which would ensure com-
prehensive contribution to the services needed by PLWH. 

In the  South African context, no studies reported on 
providing all four components of  universal HIV care ser-
vices by mobile health clinics. Meanwhile, advocacy for 
HIV care and support services provision is needed to curb 
barriers, such as long-distance travel, with no transport nor 
fees. Whereas it has been identified in literature that long 
wait time, work commitments, lack of money for transpor-
tation as well as food insecurity are barriers to uptake and 
avoidance of  HIV service provision, while MHCs reduced 
majority of the barriers [50]. 

HIV care and support through MHCs can significantly 
lead to a decrease in HIV-related morbidity and mortality; 
therefore, deployments of NIMART services through decen-
tralization is essential, especially in the South African and 
broader Africa context, where people needing HIV care and 
support services still are hard to reach, and often further 
located, if not isolated from a healthcare system and facili-
ty. Based on gaps identified in terms of providing universal 
HIV care and support within MHCs, it is understood that 
there is a need for such models of HIV delivery to be imple-
mented, supported, and improved internationally as well as 
developing context-specific frameworks and models. 

Strengths and limitations 
The strength of this review is that all the studies that met 

the inclusion criteria were diverse, from various source coun-
tries, and spread through different continents. The  review 
selection process was undertaken by three different inde-
pendent readers, who reached an agreement on the selection 
of studies to be included. 

Limitations include the type of sampling methods used in 
the eligible studies. Most of the studies employed non-prob-
ability sampling methods, which are known to have a higher 
risk of sampling bias. Furthermore, the study exclusion crite-
ria posed limitations, since only English-written articles were 
considered. Additionally, papers, which did not have open 
access and were not accessible to the reviewers, if such arti-
cles had been included, they would have made a difference in 
this study outcomes. 

Recommendations 
The following are the  recommendations based on this 

review: 
•	 Adoption of universal HIV care and support by all MHCs 

should be considered as a basic minimum requirement 



Silingene Joyce Ngcobo, Lufuno Makhado, Leepile Alfred Sehularo206

HIV & AIDS Review 2022/Volume 21/Number 3

in HIV management to ensure every person living with 
HIV receives appropriate minimum care. 

•	 HIV care provision through MHCs should be incorpo-
rated as a part of the district response to ensure the popu
lation coverage is achieved by the district, which would 
lead to better health outcomes. 

•	 MHCs can address many barriers of HIV services and 
incorporation of  regional endemic health response in 
their delivery, so that total healthcare needs of the local 
population are holistically met. 

•	 Implementation of universal HIV care in rural areas is 
achievable through the involvement of community lead-
ers, providers, traditional healers, and patients, since 
rural communities respect authority from their lead-
ers; therefore, easy uptake of  the programme would be 
achieved if leaderships are involved. 

Conclusions
In the  current review, it was demonstrated that HIV 

care and support is successfully rendered through MHCs in 
a fragmented fashion; therefore, careful planning of HIV care 
and support services is of paramount importance to maxi-
mize care for the  targeted population. It has been demon-
strated that multiple focused HIV programs can be rendered 
at once for the  community through multiple stakeholders’ 
involvement. 
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