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Abstract
Context: Adolescent populations are a prominent group implicated in the global HIV
epidemic. Adolescents living with HIV (ALHIV), as a collective, represent a growing cohort
presenting with clinically distinct psychosocial vulnerabilities which differ from both child and
adult HIV-positive populations. Despite the global realization that increasing access to
antiretroviral treatment promotes significant bio-medical gains amongst ALHIV, the
psychosocial impact of HIV on the health and well-being of ALHIV has been overlooked.
Objective: To identify, synthesize, and discuss the psychosocial factors which affect ALHIV
who are accessing HIV treatment services in South Africa. Data sources: Only empirical
research published in English were searched for via four electronic research databases (i.e.,
ProQuest, Web of Science, EBSCO, and Sabinet Online) of the University of the
Witwatersrand on 1 August 2020. Eligibility criteria: Full-text articles published in English

were included in the sample on the following basis: (1) the identified studies included HIV-
positive adolescents (= 10 years old and < 19 years old) residing in South Africa; (2) the
phenomena under investigation within the identified studies related to psychosocial factors
which affect ALHIV accessing HIV treatment services in South Africa; (3) measures exploring
any form of psychosocial factors associated with ALHIV in South Africa had to be utilized,;
(4) study research designs were either an observational or cohort study; (5) studies were of a
quantitative or qualitative nature, and (6) studies ought to have been published between 1

January 2000 and 31 July 2020. Data extraction: Data from the articles included in this

systematic review were extracted using predefined data fields, including study quality

indicators. Data synthesis: A total of 18 empirical articles met the inclusion criteria informing

this research report. From the articles included in this systematic review, it was evident that
ALHIV accessing HIV treatment services in South Africa were impacted by seven major
psychosocial factors. Specifically, this included their (1) psychosocial development, (2) quality
of life, (3) experience of adversity, (4) availability of social support, (5) experience of HIV
stigma, (6) HIV status disclosure, and (7) adherence to ART. Conclusion: The physiological,
social, behavioural, and cognitive functioning of ALHIV accessing HIV treatment services
predisposed them to psychosocial distress, which in turn had implications for their health and

well-being.
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Introduction

This research is geared towards an exploration of the psychosocial factors affecting
adolescents living with HIV (ALHIV) who are accessing HIV treatment services in South
Africa via a systematic review of the literature on this topic. Psychosocial factors are
multidimensional constructs encompassing one’s (1) mood status (i.e., anxiety, depression,
distress, and positive affect), (2) cognitive behavioural responses (i.e., satisfaction, self-
efficacy, self-esteem, and locus of control), and (3) social factors (i.e., socio-economic status,
education, employment, religion, ethnicity, family, physical attributes, locality, relationships
with others, changes in personal roles, and status) (Gellman & Turner, 2013). For the purpose
of this research report, psychosocial factors will, from this point onward, be defined as “any
exposure that may influence a health outcome through a social or psychological mechanism”
(Macleod & Smith, 2003, p. 565). Psychosocial factors are significant causes of health
inequalities (Macleod & Smith, 2003) and either have a positive or negative psychosocial
impact (i.e., the net effect of psychosocial factors on one’s social or psychological well-being)
on health and behavioural outcomes, which affect one’s quality of life (QoL) (Gellman &
Turner, 2013; UNAIDS, 2018). QoL, an indicator of one’s psychosocial health (Lutgendorf et
al., 1994), is an important psychosocial factor associated with health outcomes (Vu et al., 2020)
and is defined as the perception of one’s “position in life in the context of the culture and value
systems in which [one lives in] and in relation to [one’s] goals, expectations, standards, and
concerns” (World Health Organization, 2012, p. 11). From a public health perspective, gaining
insight into the psychosocial factors affecting the every-day-life of ALHIV in South Africa is
critical in order to (1) facilitate the provision of holistic healthcare that takes mental health and
QoL into account, and (2) promote an understanding of the lifeworld of ALHIV receiving HIV
treatment. An understanding of the lifeworld of ALHIV is essential to support antiretroviral
therapy (ART) adherence initiatives aimed at achieving positive health outcomes in the South

African context.
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Rationale

Adolescent populations are a prominent group implicated in the global HIV epidemic,
and ALHIV, as a collective, represent a growing cohort presenting with clinically distinct
psychosocial vulnerabilities which differ from both child and adult HIV-positive populations
(Jaspan et al., 2009; Marfatia & Naswa, 2010). ALHIV are comprised of two sub-groups:
vertically/perinatally-infected ALHIV (VALHIV) and horizontally/behaviourally-infected
ALHIV (HALHIV) (Evans et al., 2013; Sherr et al., 2018). VALHIV and HALHIV differ on
the basis of their mode of HIV infection, the impact of infection, length of infection, and impact
of ART (Davies & Hamlyn, 2018; Sherr et al., 2018). The survival of ALHIV poses a unique
challenge to existing HIV treatment programmes (Anderson et al., 2020; Whetten et al., 2008)
as ALHIV sub-populations have dissimilar psychosocial susceptibilities requiring specialized
healthcare interventions (Goga et al., 2019; Slogrove & Sohn, 2018).

There is a growing consensus that despite the global realization that increasing access
to ART promotes significant bio-medical gains (Roser & Ritchie, 2020), the psychosocial
impact of HIV on ALHIV has been overlooked, particularly in the Global South (Close, 2010;
Mavangira & Raniga, 2015). The pervasive nature of HIV has been documented in all regions
of the world with research conducted on ALHIV primarily occurring in the Global North,
which has vastly different epidemiological contexts to that of the Global South (Ashaba et al.,
2019; Evans et al., 2013; Kim et al., 2015; Maskew et al., 2019). In particular, research findings
on ALHIV populations in developed countries cannot be extrapolated to or compared with
African populations where ALHIV are exposed to multiple additional risks and vulnerabilities
(Woollett et al., 2017). In sub-Saharan Africa, limited research is available on ALHIV, mental
health outcomes, and the prevalence of mental, neurological, and substance use (MNS)
disorders in particular (Kemigisha et al., 2019; Kim et al., 2015; Woollett et al., 2017).

Historically, the evaluation of HIVV/AIDS treatment programmes in sub-Saharan Africa
has focused on adults and children (<12 years of age) living with HIV (LHIV) while ALHIV
have been overlooked (Ashaba et al., 2019; Boyes et al., 2018; Cluver, Orkin, Gardner, et al.,
2012; Kimetal., 2015; Lwidiko et al., 2018; Toska et al., 2019; Woollett et al., 2017). Research
on ALHIV in sub-Saharan Africa is typically conducted in specialist, well-resourced clinics
that may not be representative of the broader health systems in sub-Saharan Africa at large
(Boyes et al., 2018). Empirical research on mental health among ALHIV has lagged
considerably behind that of adults, particularly in poorly resourced HIV endemic communities
(Besthorn et al., 2018; Boyes et al., 2018; Evans et al., 2013; Kemigisha et al., 2019; Lwidiko
et al., 2018; Van Vilsteren et al., 2011; Woollett et al., 2017).
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Although limited in number, studies conducted in sub-Saharan Africa have reported
inconsistent findings regarding the mental health of ALHIV (Kemigisha et al., 2019; Toska et
al., 2019). Due to the nature of those studies being either entirely qualitative or quantitative in
nature, their results are not entirely transferable or generalizable to that of the South African
context (Boyes et al., 2018; Evans et al., 2013; Toska et al., 2019; West et al., 2019; Woollett
etal., 2017). The available research conducted amongst ALHIV has demonstrated a significant
burden of both internalizing and externalizing symptoms. In addition, findings from South
Africa have highlighted that ALHIV experience an abundance of biological, behavioural,
social, and economic vulnerabilities (Jaspan et al., 2009; Koenig et al., 2011; Marfatia &
Naswa, 2010; Whetten et al., 2008) which have been implicated in their sub-optimal utilization
of HIV testing services, timely initiation of ART, successful adherence to ART, and retention
in HIV care programmes (Anderson et al., 2020; Maskew et al., 2019; Sohn & Hazra, 2013;
Van Wyk & Davids, 2019). Therefore, the local examination of ALHIV in South Africa is
critical; utilization of a systematic review may consolidate and synthesize research conducted
in the South African context whilst ensuring that the mental health and QoL of ALHIV are

taken into account.
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Background

Epidemiology

Approximately 37.9 million individuals across the globe were LHIV in the beginning
of 2019; an estimated 36.2 million adults and 1.7 million children (under the age of 15) were
LHIV (UNAIDS, 2019). Amongst all people LHIV (PLHIV) across the globe, an estimated
79% knew their status, 62% were accessing treatment, and 53% were virally suppressed in
2018 (UNAIDS, 2019). The highest prevalence of PLHIV are located within South Africa
(AVERT, 2020; Moosa & Jeenah, 2012a; Van Wijk, 2013). Specifically, 7.97 million people
— an estimated 13.5% of South Africa’s total population — were LHIV in 2019 (STATS SA,
2019). STATS SA (2019) indicated that out of the total population of PLHIV in South Africa,
22.71% were women (aged 15-49), 19.07% were adults (aged 15-49), and 4.3% were youth
(aged 15-24).

The HIV/AIDS 90-90-90 targets was a strategy intended to promote the scaling-up of
HIV treatment programmes across the globe in order to enable: (1) 90% of all PLHIV to know
their status by 2020; (2) 90% of all PLHIV to receive sustained ART by 2020; and (3) 90% of
all PLHIV receiving ART to be virally suppressed by 2020 (UNAIDS, 2014). In South Africa,
progress towards achieving the HIV/AIDS 90-90-90 targets in 2018 was substantial: 90% of
PLHIV were aware of their status, of which 68% were receiving ART; of those diagnosed and
receiving ART, 87% were virally suppressed (AVERT, 2020). Notwithstanding South Africa’s
progress towards the HIV/AIDS 90-90-90 targets, the world’s largest child (<12 years of age)
and adolescent population LHIV are located within South Africa (Bhana et al., 2016; Maskew
et al., 2019; Petersen et al., 2010; Zanoni et al., 2016) and constitute a significant proportion
of all PLHIV in South Africa (Cluver, Orkin, Gardner, et al., 2012; Toska et al., 2019; Van
Vilsteren et al., 2011; Zanoni et al., 2016).
Healthcare context of South Africa

South Africa’s healthcare system has experienced a history of fragmentation within the
public health sector as well as between public and private sectors. Such fragmentation has
resulted in primary care facilities being inadequately resourced and notably overburdened
resulting in their constrained ability to provide equitable healthcare (Coovadia et al., 2009;
Schneider et al., 2016; Spedding et al., 2014). Structural, social, and economic inequalities,
which are of both a historical and contemporary nature, have had a profound impact on the
quality of health and well-being of individuals residing in South Africa (Coovadia et al., 2009;
Spedding et al., 2014). Marked differences in rates of mortality and disease between races exist,

and such differences are reflective of unequal access to basic living conditions and other
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determinants of health (Candy et al., 2018; Coovadia et al., 2009). Moreover, substantial health
inequalities exist between and within provinces, as well as between men and women in South
Africa (Ataguba et al., 2011; Coovadia et al., 2009).

In addition to structural inequalities, health inequalities are generally more salient
amongst adolescents. Adolescents frequently experience a number of structural, familial,
systemic, and social barriers, which negatively affect both their utilization and subsequent
experience of healthcare services (Cooper et al., 2015; Kung et al., 2016; National Department
of Health, 2017). It is noted that the experience of such barriers results in the experience of
limited access to specialized services, space and privacy issues, shortage of medication and
supplies, long patient waiting times, lengthy travel time and related transportation costs to
healthcare facilities, and judgmental attitudes of health providers, as well as breaches of patient
confidentiality (Geary et al., 2014; James et al., 2018; NKkosi et al., 2019; Shabani et al., 2018).
Status of mental healthcare in South Africa

Mental health is a prominent feature implicit within one’s psychosocial functioning and
is a prerequisite to one’s social and emotional well-being (National Department of Health,
2018). Mental health ought to be protected, respected, and preserved (Schierenbeck etal., 2013;
UNAIDS, 2018); however, mental health service delivery in South Africa has been largely
inefficient (Naidoo et al., 2019; Petersen & Lund, 2011). According to the World Health
Organization (WHO), limited access to mental healthcare has contributed to South Africa’s
large mental health treatment gap (Jacob & Coetzee, 2018; Schneider et al., 2016; Spedding et
al., 2014; Stein et al., 2005).

In light of the existing mental health treatment gap, South Africa established the Child
Care Amendment Act of 1996 (South African Government, 1996), the Mental Health Care Act
of 2002 (South African Government, 2002) and the 2013-2020 Mental Health Policy
Framework and Strategic Plan (South African Government, 2014) (SA MH Policy) which
highlighted government’s commitment to addressing the mental health treatment gap (Docrat
etal., 2019; Schneider et al., 2016; Spedding et al., 2014). Notably, the Child Care Amendment
Act of 1996 was intended to establish mental health services for children and adolescents,
whilst the SA MH Policy was drafted to facilitate the integration of mental healthcare into
primary healthcare facilities through the establishment of multidisciplinary health teams in
accord with non-specialized mental health professionals (Schneider et al., 2016; Spedding et
al., 2014). Furthermore, the drafting of the national health insurance policy (NHI) was intended
to “transform the unequal and racially skewed healthcare system into a national institution

based on equity, social solidarity, fairness, affordability, appropriateness, and effectiveness”
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(Mayosi et al., 2012, p. 2036). NHI pilot sites were envisioned to pilot mental health
integration; however, integration has been hindered by a number of factors which include the
inadequate availability of financial and human resources, limited availability of evidence-based
treatment guidelines, limited public awareness of mental health, the impact of stigma towards
mental illness, and a low level of health-system readiness to facilitate the recommended
integration (Coovadia et al., 2009; Docrat et al., 2019; Mayosi et al., 2012; Narsi, 2018).

Despite South Africa’s legislative commitment to mitigate against the mental health
treatment gap, recent data published by the WHO Atlas survey (World Health Organization,
2017a) is concerning. The WHO Atlas survey monitors the extent of mental healthcare
integration into primary healthcare facilities and has highlighted the paucity of mental health
resources in South Africa (Burns, 2010). Specifically, the WHO Atlas survey indicated that
limited financial support from South Africa’s government was evident by a mere 3% of the
total health budget being directed towards mental healthcare in 2017. In addition, the provision
of mental healthcare towards adolescents and their subsequent experience of such services have
been hindered by difficulties pertaining to availability, accessibility, acceptability, and quality
of mental health service delivery as a whole (Naidoo et al., 2019; Petersen & Lund, 2011;
Schierenbeck et al., 2013).
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Literature review

Adolescent psychosocial vulnerability

Adolescence, according to the WHO (n.d.), is defined as a normative psychosocial
developmental period in which individuals (aged 10 to 19 years old) transition through the
three stages of adolescence (Barrett, 1996) and experience physiological, psychological, and
social changes (Besthorn et al., 2018; Bhana et al., 2016; Dawood, 2015). Specifically, one’s
transition into early adolescence (10-13 years) necessitates the formative formation of identity,
susceptibility to conformity, and the increased need for belonging (Barrett, 1996). Thereafter,
the transition into middle adolescence (14-16 years) involves an increase in one’s general
competitiveness, the materialization of close friendships, and the experience of intimate
relationships (Barrett, 1996). Lastly, the transition into late adolescence (17-19 years)
encompasses independence-dependence struggles, the tendency to discover the meaning of life
through activism, and an increased incidence of depression and suicide (Barrett, 1996). In
summation, the onset of adolescence entails the fostering of an individual’s identity, autonomy,
decision-making capabilities, coping skills (Besthorn et al., 2018), and is associated with the
development of sexuality, questioning of authority, greater peer influence, and increased
impulsivity and risk-taking behaviour (Anderson et al., 2020; Donenberg & Pao, 2003, 2005).

In conjunction with the inherent developmental vulnerabilities associated with the onset
of adolescence, adolescent populations have been identified as a high-risk group vulnerable to
mental health complications from the exposure to multiple and cumulative types of stressors
(Dawood, 2015; Kemigisha et al., 2019; Kim et al., 2015). Globally, the most prevalent mental
health complications amongst adolescents is that of mental, neurological, and substance use
(MNS) disorders (Ashaba et al., 2019; Kim et al., 2015). Particularly prevalent amongst
individuals who suffer from MNS disorders is the experience of neglect, stigma, and
discrimination from healthcare professionals, which commonly results in poor health
outcomes, isolation, and an increased incidence of suicidality (Corrigan et al., 2014; Knaak et
al., 2017; Meyer et al., 2018). Moreover, the experience of MNS disorders within adolescent
populations has been associated with an increased incidence of high-risk sexual practices, early
sexual debut, and substance use and abuse (Ashaba et al., 2019; Dick & Ferguson, 2015;
Mutumba & Harper, 2015; Netshiombo & Mashamba, 2012; Pillay & Wassenaar, 2007; Saluja
etal., 2004).

Notwithstanding the aforementioned psychosocial challenges associated with the onset
of adolescence, Donenberg & Pao (2003) highlighted the drivers of horizontal HIV-risk

behaviour amongst HIV-negative adolescents. Firstly, personal attributes of HIV-negative
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adolescents predispose such populations to HIV-risk behaviour. Personal attributes include
cognitions (i.e., knowledge, attitudes and beliefs, and impaired decision-making capabilities),
affect dysregulation, mental health problems (i.e., internalizing and externalizing behaviour),
history of sexual abuse, and personality traits (i.e., sensation seeking, achievement orientation,
and value on health) (Donenberg & Pao, 2003, 2005). Secondly, the family functioning and
family context of HIV-negative adolescents affect both their attitudes and sexual risk-taking
behaviour. Affective characteristics (i.e., warmth, support, and honesty), instrumental
characteristics (i.e., monitoring, supervision, and control), parent-adolescent communication,
and parental attitudes and behaviour have a significant influence on the psychosocial well-
being of adolescents (Donenberg & Pao, 2003, 2005). Thirdly, peer and partner relationships
of HIV-negative adolescents influence their enactment of HIV-risk behaviour. In particular,
relationship concerns, peer influence, and partner communication are salient factors implicated
in adolescent HIV-risk behaviour (Donenberg & Pao, 2003, 2005). Fourthly, the environment
in which HIV-negative adolescents reside in functions as a risk factor for adolescent HIV-risk
behaviour; neighbourhood disadvantage (i.e., poverty or violence), ethnic or racial
composition, exposure to community violence, and the experience of stressful life events
contributes to the enactment of adolescent HIV-risk behaviour (Donenberg & Pao, 2003, 2005).
Vertically infected adolescents living with HIV

The VALHIV cohort have been infected with HIV before the development of their
immune system, have been subject to suboptimal ART regimens, and are currently
experiencing a transition from complete dependence on their caregivers to becoming their own
caregivers (Goga et al., 2019; Haberer & Mellins, 2009; Jacqueline Hoare et al., 2014; Koenig
et al., 2011; Sherr et al., 2014; Sohn & Hazra, 2013).VALHIV commonly experience growth
deficits (weight gain and the stunted height) (Anderson et al., 2020) and present with distinctive
neurological and cognitive profiles which differ in relation to that of the HALHIV cohort
(Anderson et al., 2020; Haberer & Mellins, 2009; Hoare et al., 2014; Lee et al., 2011; Lee &
Oberdorfer, 2009; Sohn & Hazra, 2013). The cognitive domains — which include expressive
and receptive language, memory, information processing, visual-spatial competencies,
executive functioning and decision-making capabilities — of VALHIIV are frequently affected
by the impact of HIV on their central nervous system and ART-related neurological side-effects
(Haberer & Mellins, 2009; Hoare etal., 2014; Sherr et al., 2014). Impaired neurological profiles
of VALHIV appears to have a profound impact on their general psychosocial functioning
(Goga et al., 2019; Meinck et al., 2019; Sherr et al., 2014).
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Mental health complications amongst the VALHIV cohort are commonly associated
with their experience of orphanhood (Close, 2010; Cluver, Orkin, Garder, et al., 2012; Marfatia
& Naswa, 2010; Sherr et al., 2014). Due to the nature of HIV acquisition in VALHIV and the
lack of available ART, many parents’ of VALHIV have succumbed to AIDS (Bhana et al.,
2016; Lentoor et al., 2016; Marfatia & Naswa, 2010). The AIDS-related death of a parent is
foremost associated with the experience of multiple deprivations (Close, 2010; Sherr et al.,
2014; Van Vilsteren et al., 2011). Specifically, the loss of a parent results in orphaned youth
being unable to physically access medical care, which directly impacts the clinical outcomes
of VALHIV (Close, 2010; Nabunya & Ssewamala, 2014). Moreover, the loss of a parent
predisposes orphaned-youth to psychopathology, bereavement concerns, and often results in
economic hardships which negatively affects VALHIV in both the short and long term (Close,
2010; Cluver, Orkin, Garder, et al., 2012; Marfatia & Naswa, 2010; Nabunya & Ssewamala,
2014; Van Vilsteren et al., 2011).

In low-income localities, many orphaned youth either reside with relatives of the
deceased parent, are institutionalized, or function as child-headed households; such
experiences predispose orphaned youth LHIV to sub-optimal psychosocial outcomes (Close,
2010; Sherr et al., 2014; Van Vilsteren et al., 2011). It is noted that orphaned youth who reside
in child-headed households are vulnerable to sex work, juvenile delinquency, substance use,
poor educational performance, and mental health complications (Marfatia & Naswa, 2010;
Sherr et al., 2014).

Psychosocial factors experienced by adolescents living with HIV

Despite the aforementioned psychosocial vulnerabilities that have differential effects
on both VALHIV and HALHIV cohorts, altogether, ALHIV are a population susceptible to a
plethora of psychosocial distress (Close, 2010; Marfatia & Naswa, 2010; National Department
of Health, 2018). Specifically, the psychosocial functioning of ALHIV is affected by their: (1)
knowledge of HIV and sexual activity; (2) experience of stigma; (3) response to ART; (4)
mental health; (5) transition from pediatric to adult-oriented healthcare; and (6) availability of
social support.

Knowledge of HIV and adolescent sexual activity

ALHIV require knowledge of their HIV status and sustained psychosocial support in
order to promote the acceptance and understanding of the implications associated with LHIV
(Close, 2010; Jaspan et al., 2009; Marfatia & Naswa, 2010). Moreover, ALHIV are vulnerable
to narratives of masculinity which affect HIV acquisition and transmission (Gibbs & Jobson,

2011). Narratives of masculinity are often gendered and encourage poor sexual negotiation
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skills among females whilst concurrently increasing the incidence of risky sexual and violence-
related behaviour amongst males (Fatusi & Hindin, 2010). Consequently, narratives of
masculinity have contributed to the early debut of sexual activity amongst ALHIV and have
increased the incidence of HIV acquisition and the contraction of other sexually transmitted
infections amongst this cohort (Fatusi & Hindin, 2010; Gibbs & Jobson, 2011).

Stigma

The experience of stigma has a pervasive impact on the psychosocial functioning of
ALHIV (Close, 2010; Jaspan et al., 2009; Kruger et al., 2018; Whetten et al., 2008; Williams
et al., 2018). Stigma is a complex social phenomenon and is defined as a negatively valenced
internalized attitude that diminishes an individual’s social status (Whetten et al., 2008). Stigma
can manifest as received stigma, internal stigma, and associated stigma (Jaspan et al., 2009;
Kruger et al., 2018). Received stigma encompasses condescending behaviour directed towards
ALHIV; internal stigma relates to the intrapersonal thoughts and behaviours developed by
ALHIV due to their negative self-perceptions and perceived social status; and associated
stigma relates to the negatively valenced behaviours directed towards individuals who associate
themselves with ALHIV (Kruger et al., 2018).

The occurrence of stigma is particularly prevalent within disadvantaged localities and
results in the experience of disapproval, rejection, and sub-optimal services in healthcare
settings (Corrigan et al., 2014; Knaak et al., 2017; Kruger et al., 2018; Meyer et al., 2018).
HIV-associated stigma promotes the marginalization and discrimination of ALHIV based on
HIV status; likewise, HIV-associated stigma impedes HIV status disclosure, safe sexual
activity, HIV treatment outcomes, and mental health outcomes amongst ALHIV (Close, 2010;
Kruger et al., 2018; Kunguma et al., 2018; Whetten et al., 2008; Williams et al., 2018).
Response to antiretroviral treatment

Adapting to life with a chronic disease necessitates the need to effectively manage
medication regimes (Close, 2010; Jaspan et al., 2009; Van Wyk & Davids, 2019). ALHIV are
required to adhere to HIV treatment regimens to achieve sustained viral suppression and long-
term immunologic recovery (Evans et al., 2013; Haberer & Mellins, 2009; Toth et al., 2018).
Adherence to HIV treatment incorporates: (1) the adherence to pharmacological regimens, (2)
follow-up admission, (3) referrals to healthcare services, and (4) following healthcare
recommendations (mandated by mental health service providers) intended to promote an
increased QoL (World Health Organization, 2003). However, ALHIV are at risk of non-
adherence associated with treatment fatigue (premised on complex twice-daily doses),

neurotoxicity resulting from the impact of HIV on one’s compromised central nervous system
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and immune system (Chuah et al., 2017; Southern African HIV Clinicians Society, 2013, 2014,
Thom, 2009), primary psychiatric disorders which stem from underlying genetic loading or
experience of early childhood trauma (Chuah et al., 2017; Southern African HIV Clinicians
Society, 2013, 2014; Thom, 2009), psychological reactions that result from an HIV positive
diagnosis (Bekker, 2009; Colins et al., 2006; Myer et al., 2008; Thom, 2009), and the
development of drug-resistant HIV strains (Chuah et al., 2017; Moosa & Jeenah, 2012b; Thom,
2009; Williams et al., 2018).

Impact of mental health

The relationship between HIV and MNS disorders are of a bi-directional nature: HIV
and associated opportunistic infections have been recognized to result in neurological
impairment (Donald et al., 2011; Goga et al., 2019; Hoare et al., 2014). Mental health
complications have been identified as salient consequences of ART-related side effects, stigma,
and other psychosocial stressors associated with LHIV (Close, 2010; Jaspan et al., 2009;
Nassen et al., 2014; National Department of Health, 2018; Whetten et al., 2008). Similarly,
MNS disorders are risk factors that increase the incidence of HIV-risk behaviour (Close, 2010;
Donald et al., 2011; Donenberg & Pao, 2005; Marfatia & Naswa, 2010).

People who suffer from MNS disorders often have comorbid acute or other chronic
health conditions which impede treatment outcomes amongst MNS populations (Gervaix et al.,
2018; Schneider et al., 2016; Ventevogel, 2014). A high prevalence of comorbid MNS
disorders have been documented amongst ALHIV populations; the most prevalent MNS
disorder is that of depressive disorders (Ashaba et al., 2019; Kemigisha et al., 2019; Kim et al.,
2015; Lwidiko et al., 2018; Whetten et al., 2008). Depression in ALHIV may stem from early
life experiences with caregivers who suffer from depression or other comorbid mental health
complications (Fawzi et al., 2010; Pachter et al., 2006). Specifically, ALHIV who reside with
a depressed parent are at an increased risk of mental health complications originating from
suboptimal infant-caregiver interactions (Lentoor et al., 2016; Reupert et al., 2013). The impact
of depression has been identified to impede the quality of the relationship between adults LHIV
and their children (Lentoor et al., 2016; Teo et al., 2013).

Transition of care

Adolescence is a period in which ALHIV experience a number of psychosocially taxing
transitions that directly impact their HIV treatment outcomes (Close, 2010; Jaspan et al., 2009;
Sherr et al., 2018; Toth et al., 2018). The two most predominant psychosocial challenges
affecting ALHIV pertains to their psychosocial transitions during adolescence and their
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transition from pediatric to adult-oriented healthcare (Close, 2010; Goga et al., 2019; Hussen
et al., 2014; Koenig et al., 2011; Marfatia & Naswa, 2010; Sherr et al., 2018).

Prominent within adolescence is the transition of ALHIV from complete dependence
on their caregivers to becoming responsible for their own healthcare (Haberer & Mellins, 2009;
Koenig et al., 2011; Lam et al., 2007). The transition of ALHIV into adulthood necessitates the
shift towards medical independence with the increased desire for autonomy within the family
context (Close, 2010; Koenig et al., 2011). Despite the desire for autonomy, ALHIV require
support to facilitate their sustained medical adherence (Close, 2010; Davies & Hamlyn, 2018;
Jaspan et al., 2009). In adult-oriented healthcare facilities, healthcare service involvement
decreases in tandem with that of family support (Koenig et al., 2011; Marfatia & Naswa, 2010;
Sherr et al., 2018). The decrease in healthcare service involvement increases pressure on
ALHIV to adhere to HIV treatment measures; notably, ALHIV are not differentiated from their
adult counterparts in adult-oriented healthcare facilities, which results in the provision of
undifferentiated care by healthcare professionals (Anderson et al., 2020; Goga et al., 2019;
Hussen et al., 2014; Sherr et al., 2018; Slogrove & Sohn, 2018).

Social support

As a growing cohort of ALHIV mature into late adolescence and early adulthood, the
availability of appropriate psychosocial support services is essential to ensure optimal
healthcare outcomes amongst ALHIV (Lam et al., 2007; National Department of Health, 2018).
Specifically, psychosocial support is needed to facilitate the engagement in safe sexual activity,
informed reproductive choices, and adherence to HIV treatment regimens (Close, 2010; Koenig
etal., 2011; Toth et al., 2018).

Social support functions as a psychological buffer against distress and enhances one’s
psychological well-being (Besthorn et al., 2018; Lam et al., 2007). Amongst ALHIV, social
support is able to buffer against HIV-related psychological and physical distress whilst
simultaneously increasing their sense of belonging (Besthorn et al., 2018; Close, 2010; Lam
et al., 2007; Van Wyk & Davids, 2019). The experience of stigma amongst ALHIV often
results in social isolation, which increases the incidence of depression and poor QoL outcomes
(Jaspan et al., 2009; Williams et al., 2018)
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Theoretical framework

The fundamental principle underscoring the WHQO’s constitution is its definition of
health. According to the WHO, health is characterized by one’s mental, physical, and social
well-being (World Health Organization, 2020). This notion of health is informed by public
health principles and acknowledges the interdependent nature of both one’s physical and
mental health, which, in turn, affects one’s QoL (World Health Organization, 2001). Implicit
within the WHO’s conceptualization of health is the consensus that ill-health is a consequence
of biological, psychological, and social determinants (World Health Organization, 2001).

The public health model, rooted in a positivist paradigm, enables the delineation of
health implications through the employment of a quantitative epistemological methodology
(Winslow, 1920). The public health model has been applied to contextual circumstances within
the health sector and has facilitated the delineation of health outcomes in relation to time, place,
and individual characteristics (Committee on Community-Based Solutions to Promote Health
Equity in the United States et al., 2017; Institute of Medicine, 2003). Notably, the public health
model’s reliance on quantitative epistemological methodologies has facilitated the
identification of causal influences of varying health implications (Institute of Medicine, 2003;
Kaur, 2016). Despite the public health model’s positivist origins, the rise of social
epidemiology has encouraged the adoption of qualitative, or non-positivist, methodologies that
have enabled the comprehension of social phenomena (Inhorn & Whittle, 2001; Palinkas,
2014). Through the inclusion of quantitative and qualitative research methodologies,
interdisciplinary mixed method public health research designs can ensure the holistic
comprehension of phenomena from both a top-down and bottom-up healthcare approach (Kaur,
2016; Palinkas, 2014). Specifically, quantitative methodologies evaluate the prevalence of
particular problems, whilst qualitative methodologies explore the complex social trends in
which the prevalence of particular problems occur, as well as the lived experiences of affected
populations informed by theoretical models such as patient-centred care, shared decision-
making, and balancing the voice of medicine with the voice of the lifeworld (Germond &
Cochrane, 2010; Kaur, 2016; Mishler, 1984; Palinkas, 2014).

South Africa’s healthcare system, influenced by the WHO’s integrative public health
model, necessitates the servicing of psychosocial needs within primary healthcare facilities
(World Health Organization, 2017b). However, the fragmented structural nature of South
Africa’s healthcare system contributes to the burden posed by multi-morbid chronic conditions
which result from HIV and other non-communicable diseases (Myers et al., 2019; Petersen et

al., 2019). Therefore, by orienting to a public health paradigm, this research report’s systematic
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review method identifies and consequently discusses the psychosocial factors which affect

ALHIV accessing HIV treatment services in South Africa.
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Aims and objectives
This research aims to add to the body of knowledge which conceptualizes the impact
of psychosocial factors on ALHIV accessing HIV treatment services in South Africa. The
primary objective of this research report is to systematically review empirical South African
research premised on ALHIV populations in order to identify, synthesize, understand, and
discuss the psychosocial factors which affect ALHIV accessing HIV treatment services in the

South African context.
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Methodology
Research design

A convergent mixed-method systematic review research design (Higgins et al., 2019)
using a narrative synthesis approach (Cochrane Consumers And Communication & Ryan,
2020) was used to inform the development of a PRISMA protocol (Moher et al., 2015) which
guided this systematic review. Specifically, the systematic review enabled the identification,
evaluation, and subsequent summarization of data obtained from published literature pertaining
to the localized psychosocial factors affecting ALHIV accessing HIV treatment services in
South Africa.

The PRISMA protocol specified the strategy with which this systematic review was
conducted; it also safeguarded the application of appropriate methodological features that
ensured consistent conduct, accountability, research integrity and transparency, as well as the
minimization of arbitrary decision-making during data extraction and subsequent engagement
with the data from primary research publications (Moher et al., 2015). It is noted that systematic
reviews, informed by PRISMA, have been employed extensively within health-related research
initiatives across the globe; adherence to PRISMA guidelines has resulted in the production of
rigorous scientific evidence informing recommendations for health promotion, intervention
design, policy development, and best practice approaches in the field of health sciences
(MacMillan et al., 2018).

The utilization of a systematic review method involves the employment of explicit,
rigorous, and accountable methods oriented towards the: (1) identification, selection, and
description of previously published empirical evidence adhering to stringent pre-specified
eligibility criteria, (2) critical appraisal of research designs used as well as the assessment of
the reliability and validity of the associated results and conclusions, and (3) compilation of
aggregated findings into a synthesis of research findings required to answer a predefined
research question (Liberati et al., 2009; ten Ham-Baloyi & Jordan, 2016).

A concern relating to bias in the selective reporting of outcomes in systematic reviews
has been characterized as a problem in clinical research (ten Ham-Baloyi & Jordan, 2016). The
selective reporting of outcomes in clinical research is influenced by the nature and direction of
the results and often includes (1) the incomplete publication of study analyses and a specific
subset of outcomes, (2) inconsistencies in predefined measurement scales or time points for
data collection, and (3) the re-ranking of outcomes previously defined as primary or secondary
(Norris et al., 2014; Reid et al., 2015). Notably, the selective reporting of outcomes can affect

the direction, magnitude, and precision of pooled effect estimates, as well as conclusions about
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the benefits and harms of the phenomena under investigation (Dwan et al., 2008; Norris et al.,
2014). In addition to this, a narrative synthesis approach to systematic reviews has been
criticized as an approach which may lack transparency where there is a notable lack of clarity
on methods and formal guidance on how to conduct such a synthesis (Snilstveit et al., 2012).

Despite the aforementioned concerns, adherence to the PRISMA guidelines supports
the adoption of comprehensive search strategies, predefined search strings, and uniform
inclusion and exclusion criteria necessary to facilitate the dissemination of reliable findings
which minimize bias and maximize its contribution to science (Liberati et al., 2009; Selcuk,
2019; ten Ham-Baloyi & Jordan, 2016). Therefore, adherence to the PRISMA guidelines
enables systematic reviews — through their interpretation, synthesis, and assessment of
scientific publications authored by experienced researchers — to proficiently identify robust
evidence-based research critical to the development of evidence-based clinical practices
premised on clinical expertise and patient values (Liberati et al., 2009; Selcuk, 2019; ten Ham-
Baloyi & Jordan, 2016).
Review procedure

The employment of a systematic analysis, in accordance with the 27-item checklist (see
Appendix A) and four-phase flow diagram (see Figure 1), ensured full compliance with the
checklist items and enabled the development of a clear, transparent, and structured report that
has a: (1) specified research question, (2) clearly stated title and objectives, (3) comprehensive
strategy guiding the identification of relevant empirical publications, (4) distinct and justifiable
inclusion and exclusion criteria, (5) rigorous synthesis of the reviewed empirical publications,
and (6) methodological analysis of the eligible empirical publications. In addition to the
development of a PRISMA informed research report, this paper adhered to the eight-stage
procedure for conducting a systematic review recommended by Uman (2011) to increase
transparency and limit bias which, in turn, improves the validity of the reported findings.
Stage 1: Formulate the review question

This research report is geared towards employing a systematic review in order to identify,
describe, and critically appraise published literature in a bid to answer the following research
question:
1. What psychosocial factors affect ALHIV accessing HIV treatment services in South
Africa?

Stage 2: Define the inclusion and exclusion criteria

In order for published literature to be included in the sample, a purposive sampling

technique informed by SPIDER (Cooke et al., 2012) was employed. SPIDER, a search strategy
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tool adapted from the (quantitative) PICO tool, enables researchers to define the sample (S),
phenomenon of interest (PI), design (D), evaluation (E), and research type (R) required to
formulate a systematic search strategy to answer the qualitative or mixed-method research
question informing the systematic review (Cooke et al., 2012; Methley et al., 2014).

Full-text empirical articles were included in the sample on the following basis: (1) the
identified studies included HIV-positive adolescents (= 10 years old and < 19 years old)
residing in South Africa; (2) the phenomena under investigation within the identified studies
related to psychosocial factors which affect ALHIV accessing HIV treatment services in South
Africa; (3) measures exploring any form of psychosocial factors associated with ALHIV in
South Africa had to be utilized; (4) study research designs were either an observational or
cohort study; and (5) studies were of a quantitative and/or qualitative nature. It is noted that
articles with both positive and negative outcomes were included to reduce the occurrence of
publication bias. Moreover, articles that were written in English and were published between
1 January 2000 and 31 July 2020 were included in the sample — in order to capture the most
relevant developments within the field.

Articles that did not align with the aforementioned purposive sampling inclusion
criteria were excluded. The exclusion of non-empirical articles (i.e., review articles,
methodological articles, theoretical articles, editorial articles and case studies) was premised
on their lack of explicit aims, hypotheses, and results or discussion sections. Without such
information, one cannot obtain a sense of clarity in relation to the specific constructs or
variables being assessed within the sample of articles. Similarly, grey literature was excluded
on the basis of not being peer-reviewed as peer-reviewed research is characteristically
considered more rigorous (Laher & Hasseem, in press).

Stage 3: Develop the search strategy and locate studies

Search terms that guided the identification of relevant articles in the sample were
chosen in line with the aforementioned literature review. In addition, a senior librarian and the
supervisor of this research report were consulted in order to critically appraise the proposed
search terms.

The following search terms were used in combination to identify potentially relevant
empirical articles that were included in the sample: “HIV”, “AIDS”, “South Afri*”, “teen*”,
“adoles*”, “youth*”, “young”, “psych*”, “vulner*”, suscep*”, and “risk*”’.

It is noted that the search terms were combined through the use of Boolean operators

(i.e., ‘OR’, ‘AND’); the wild card (i.e., “*”) was used to increase both the specificity (i.e., the
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ability to identify relevant papers) and sensitivity (i.e., the ability to not identify many irrelevant
papers), as per guidelines from Boland et al. (2017).

Research articles were accessed and searched for via electronic research databases of
the University of the Witwatersrand on 1 August 2020. Three multidisciplinary databases (i.e.,
ProQuest, Web of Science, EBSCO) and one South African database (i.e., Sabinet Online) were
used to enhance the identification of studies that adhered to the aforementioned inclusion

criteria.

Database Reason for Selection

ProQuest As aresult of the purposive inclusion criteria (SPIDER) used above,
ProQuest is a relevant database as it enables access to a global
multidisciplinary body of literature that encompasses the field of

humanities as well as health sciences.

Web of Science As aresult of the purposive inclusion criteria (SPIDER) used above,
Web of Science is an appropriate database as it enables access to a
global multidisciplinary body of literature that encompasses the

field of humanities as well as health sciences.

EBSCO As a result of the purposive inclusion criteria (SPIDER) used above,
EBSCO is a suitable database as it enables access to a global
multidisciplinary body of literature that encompasses the field of

humanities as well as health sciences.

Sabinet Online As aresult of the purposive inclusion criteria (SPIDER) used above,
Sabinet Online enables access to a multidisciplinary body of South
African literature that encompasses the field of humanities as well

as health sciences.

Table 1: Databases used and reasons for selection
Stage 4: Select the appropriate studies

First, the titles and abstracts from the identified studies (after duplicates removed, n =
1079) were screened by a primary reviewer (i.e., the author of this research report) to assess
their eligibility. Studies that were incompatible with the aforementioned inclusion criteria and
studies that adhered to the exclusion criteria (n = 1013) were excluded from the sample.

Second, the titles, abstracts and full texts of the remaining articles (n = 66) were examined to
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ensure their eligibility for inclusion into the provisional sample. After the full texts of the
remaining articles were assessed against the aforementioned inclusion criteria, only a select
few were included in the final sample (n = 18); a PRISMA flow diagram (see Figure 1)

illustrates the screening process.
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Figure 1: PRISMA flow diagram
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Stage 5: Extract the appropriate data

In relation to each study included in the sample, relevant data providing an overview of
the study’s characteristics (including year of publication, study design, sample size, sample age
range, sample gender, the setting from where the sample was drawn, and CASP score was
extracted (Cochrane Consumers And Communication La Trobe University et al., 2018;
Conway et al., 2017). Moreover, information pertaining to the psychosocial constructs under
investigation and the measures used to explore such psychosocial constructs were also obtained
(Cooke et al., 2012; Methley et al., 2014). It is noted that each study within the sample was
downloaded into a reference manager (i.e., Zotero), which enabled their assessment by critical
appraisal tools (see below) and data analytic techniques (see below).

Stage 6: Assess the quality of the appropriate studies

Articles in the final sample (n = 18) were assessed for potential bias. The quality of
quantitative studies was assessed through their reliability, validity, and objectivity, whilst
qualitative studies were assessed through their credibility, transferability, dependability, and
confirmability. There were no mixed-method studies within the final sample, thus no critical
appraisal was required. Eligible quantitative studies (n = 16) were assessed via the adapted
version of the Critical Appraisal Skills Programme (CASP) Qualitative Checklist Tool (Laher
& Hasseem, in press) (see Appendix B) and eligible qualitative studies (n = 2) were assessed
via the Critical Appraisal Skills Programme (CASP) Qualitative Checklist Tool (Laher &
Hasseem, in press) (see Appendix C).

Table 2 summarizes the results of the quality assessment and how the included articles
performed on the CASP tools. All of the 18 included studies were of a high-quality nature.
Moreover, the risk of bias within the included studies was deemed to be minimal as all studies
scored highly on the CASP tools. Amongst the two qualitative articles, both articles scored
10/10 on the qualitative CASP tool. Among the 16 quantitative articles, three articles scored
9/11, whilst the rest of the articles scored between 10/11 and 11/11 on the quantitative CASP

tool.



Article 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. To

Aims Method Research Recruitment Data Researcher Ethical Data Rigorous  Psychometric Findings Value tal
:Design Strategy Collection Role Issues  Analysis Data Properties
Analysis
et al,
2019) Y Y Y Y Y N/A Y Y Y Y Y Y 11

(Cluver,
Pantelic,
et al.,

2018) Y Y Y Y Y N/A Y Y Y Y Y Y 11

(Coetzee

et al.,

2019) Y Y Y Y Y N/A Y Y Y Y Y Y 11
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(Hoare et
al.,, 2019) Y Y Y Y Y N/A Y Y Y N Y Y 10
(Louw et
al.,, 2016) Y Y Y Y Y N/A Y Y Y N Y Y 10

(Kidman

&

Violari,

2018) Y Y N Y Y N/A Y Y Y N Y Y 9
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(Pantelic

et al.,
2017) Y Y Y Y Y N/A Y Y Y Y Y Y 11

(Toska et
al. 2016) Y Y N Y Y N/A Y Y Y N Y Y 9

(Woollet

t et al,
2017) Y Y Y Y Y N/A Y Y Y Y Y Y 11

Table 2: Quality Assessment of the included articles; Y = Yes; N = No; N/A = Not applicable
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Stage 7: Analyze and interpret the appropriate results

For the purpose of this research report, a thematic synthesis approach was adopted
because the data within the included articles were too heterogenous to do a quantitative meta-
analysis. In addition, the type of data included in the articles lent itself more towards a thematic
synthesis of major themes.

Thematic synthesis

The employment of a thematic synthesis, as a data analytic technique, has ascended
within the realm of healthcare-related systematic reviews; specifically, a thematic can facilitate
the development of effective and appropriate evidence-based healthcare guidelines (Bearman
& Dawson, 2013; Thomas & Harden, 2008).

In relation to this research report, a thematic synthesis method developed by Thomas
and Harden (2008) was used to analyze the qualitative studies. As per Thomas and Harden's
guidelines (2008), the thematic synthesis was conducted through three stages which include:
“the coding of text line-by-line..., the development of descriptive themes..., and the
generation of analytic themes...” (p. 1). Notably, the development of descriptive themes and
analytic themes within the thematic synthesis were informed by the findings of reflexive
thematic analysis as developed by Braun et al. (2019).

First, the researcher familiarized himself with the data through reading and rereading
the textual data (Braun et al., 2019). Second, codes were generated through an inductive
orientation. Third, candidate themes were developed through the collation of codes from the
dataset (Braun et al., 2019). Fourth, candidate themes were thematically mapped in order to
visually establish potential themes and their associated subthemes (Braun et al., 2019). Fifth,
candidate themes were revised and defined to ensure that themes and theme names clearly,
comprehensively, and concisely represented the data (Braun et al., 2019). Sixth, the researcher
critically appraised candidate themes in order to establish consistency throughout the analysis;
thereafter, a report containing the findings was produced in a concise, non-repetitive and
coherent manner (Braun et al., 2019).

Stage 8: Disseminate the findings

A critical synthesis was carried out on the subsequent findings that emerged after the
aforementioned data analytic technique. Specifically, the strengths and weaknesses of the
findings are discussed with reference to recommendations that can inform future research
within the realm of psychosocial research premised on ALHIV in South Africa. In addition,
this research report will be published (as part of a Master of Arts in Social and Psychological

Research) on the University of the Witwatersrand’s publicly accessible institutional repository
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(WIReDSpace). Similarly, this research report was registered with PROSPERO and will be
published on their website
(https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=199470).
Reflexivity

Research is indivisible from the researcher’s subjectivity. An individual’s
characteristics are noted to affect the conceptualization, formulation, analysis and findings of
particular research inquiries (Finlay & Gough, 2003). Specifically, being a Coloured male, 23
years of age, conducting research in the post-Apartheid South African context, and the
subscription to particular social and political values may have influenced decisions regarding
the orientation and analysis of the results within this research report. However, self-awareness,
transparency, and a sense of reflexivity in relation to ideological commitments were employed
to ensure non-biased analyses and interpretations of findings that arose. In addition, potential
bias in the interpretation and synthesis of the findings was minimized through the use of a
reflective journal. Lastly, this research report was conducted in accord with a supervisor within
the School of Human and Community Development of the University of the Witwatersrand in
a bid to ensure legitimacy.

Trustworthiness and rigour

According to Lincon and Guba (1985), the pursuit of trustworthiness ought to be
premised on the consideration of credibility, transferability, dependability, and confirmability.

Credibility refers to the congruency with which results from this research report are
true, credible, and believable to that of reality (Forero et al., 2018). In relation to this research
report, credibility was established through adherence to the guidelines sanctioned by PRISMA
and Shenton (2004), and included: (1) the adoption of well-established research methods which
have been successfully operationalized in various public health and psychosocial research
initiatives; (2) triangulation of findings with the contemporary literature on which this research
report has been informed; (3) highlighting and accounting for possible discrepancies which
arose within the data; (4) peer scrutiny of the findings from this research report; and (5) the
incorporation of the aforementioned reflexive commentary.

Transferability refers to the extent to which the results of this research report can be
generalized or transferred to other contexts or localities (Forero et al., 2018). In relation to this
research report, transferability was established through adherence to the guidelines sanctioned
by PRISMA and Shenton (2004), and include: (1) the provision of the aforementioned
contextual information pertaining to articles included within the data set; and (2) the

presentation of detailed descriptions of the articles within the data set.
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Dependability refers to the extent to which findings are repeatable should this inquiry
be employed on the same cohort of participants, coders, and context (Forero et al., 2018). In
relation to this research report, dependability was established through adherence to the
guidelines sanctioned by PRISMA and Shenton (2004), and include: (1) the detailed
description of the research design and its subsequent implementation; (2) the detailed
description of how the data collection procedure was operationalized; and (3) the incorporation
of the aforementioned reflective appraisal of this research report.

Confirmability refers to the extent to which the confidence of results could be
confirmed or corroborated with other researchers (Forero et al., 2018). In relation to this
research report, confirmability was established through adherence to the guidelines sanctioned
by PRISMA and Shenton (2004), and include: (1) the incorporation of the aforementioned
reflexive commentary; (2) efforts to ensure triangulation intended to mitigate the effect of
investigator bias; and (3) the inclusion of the motivations for favouring the research report’s
research design as well as highlighting the limitations of this research report as a whole.
Ethical considerations

This research report is that of a systematic review that used published empirical articles
which are in the public domain. Thus, ethical clearance was not required as this research report
did not involve data collection from human participants. However, an ethics waiver by the
School of Human and Community Development Ethics Committee (MASPR/20/13W) was
obtained for this study.
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Results

Descriptive overview of the included studies

Table 3 provides a descriptive overview of the articles included in this systematic

review.
Article Study design Sample  Sample Sample Setting
size age gender
range
(Boyes etal., Quantitative, n=1060 10-19 Female 53 facilities in the Eastern
2019) exploratory, years and Cape providing adolescent
Cross- old Male antiretroviral therapy
sectional,
descriptive,
correlational
(Brittain et Quantitative, n=616  9-14 Female Seven facilities in the
al., 2019) exploratory, years Western Cape providing
Cross- old adolescent antiretroviral
sectional, therapy
descriptive,
correlational,
cohort
(Cluver, Quantitative, n=1060 10-19 Female 53 facilities in the Eastern
Meinck, et exploratory, years and Cape providing adolescent
al., 2018) Cross- old Male antiretroviral therapy
sectional,
descriptive,
correlational
(Cluver, Quantitative, n=1060 10-19 Female 53 facilities in the Eastern
Pantelic, et exploratory, years and Cape providing adolescent
al., 2018) Cross- old Male antiretroviral therapy
sectional,
descriptive,

correlational
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(Cluver et al.,
2019)

(Coetzee et
al., 2019)

(Crowley et
al., 2020)

(Hoare et al.,
2019)

(Kagee et al.,
2019)

(Louw et al.,
2016)

Quantitative,
exploratory,
longitudinal,
descriptive,
correlational
Quantitative,
exploratory,
Cross-
sectional,
descriptive,
correlational
Quantitative,
exploratory,
Cross-
sectional,
descriptive,
correlational
Quantitative,
exploratory,
longitudinal,
descriptive,
correlational,
cohort
Quantitative,
exploratory,
Cross-
sectional,
descriptive,
correlational
Quantitative,
exploratory,
Cross-

sectional,

n=1063
n=134
n =385
n =232
n=134
n =108

10-19
years
old

11-18
years
old

13-18
years
old

9-11
years
old

11-18
years
old

6-16
years
old

Female
and
Male

Female
and
Male

Female
and
Male

Female
and
Male

Female
and
Male

Female
and
Male

52 facilities in the Eastern
Cape providing adolescent

antiretroviral therapy

Facilities in the Western
Cape providing adolescent

antiretroviral therapy

11 facilities in the Western
Cape providing adolescent

antiretroviral therapy

Facilities in the Western
Cape providing adolescent

antiretroviral therapy

Facilities in the Western
Cape providing adolescent

antiretroviral therapy

Facilities in the Western
Cape providing adolescent

antiretroviral therapy
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(Kidman et
al., 2018)

(Kidman &
Violari,
2018)

(Mavangira
& Raniga,
2015b)

(Pantelic et
al., 2017)

(Pantelic et
al., 2020)

descriptive,
correlational
Quantitative,
exploratory,
Cross-
sectional,
descriptive,
correlational
Quantitative,
exploratory,
Cross-
sectional,
descriptive,
correlational
Quialitative,
exploratory,
Cross-
sectional,
descriptive,
interpretive
Quantitative,
exploratory,
Cross-
sectional,
descriptive,
correlational
Quantitative,
exploratory,
longitudinal,
descriptive,

correlational

n =250
n=129
n==8

n =1060
n = 1059

13-24
years
old

13-24
years
old

14-17
years
old

10-19
years
old

10-19
years
old

Female
and
Male

Female

Female
and
Male

Female
and
Male

Female
and
Male

Paediatric facility in
Gauteng providing
adolescent antiretroviral

therapy

Paediatric facility in
Gauteng providing
adolescent antiretroviral

therapy

Child and youth care center

in Gauteng

53 public health facilities in
the Eastern Cape providing
adolescent antiretroviral

therapy

53 public health facilities in
the Eastern Cape providing
adolescent antiretroviral

therapy
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(Toskaetal., Exploratory, n=1060 10-19 Female 53 public health facilities in

2017) Cross- years and the Eastern Cape providing
sectional, old Male adolescent antiretroviral
descriptive, therapy

correlational
(Van Wyk &  Qualitative, n=15 10-19 Female 5 pediatric facilities in the

Davids, exploratory, years and Western Cape providing
2019) Cross- old Male adolescent antiretroviral
sectional therapy

(Woollettet  Quantitative, n=343  13-19 Female Primary healthcare clinic in

al., 2017) exploratory, years and Gauteng providing
Cross- old Male adolescent antiretroviral
sectional, therapy
descriptive,

correlational

Table 3: Descriptive overview of the included articles

All studies included in this systematic review were published between 2015 and 2020;
none of the selected articles were published prior to 2015. Of the 18 studies included in this
systematic review, two were qualitative (Mavangira & Raniga, 2015; Van Wyk & Davids,
2019) and 16 were quantitative (Boyes et al., 2019; Brittain et al., 2019; Cluver, Pantelic, et
al., 2018; Cluver, Meinck, et al., 2018; Cluver et al., 2019; Coetzee et al., 2019; Crowley et al.,
2020; Hoare et al., 2019; Kagee et al., 2019; Kidman et al., 2018; Kidman & Violari, 2018;
Louw et al., 2016; Pantelic et al., 2017, 2020; Toska et al., 2017; Woollett et al., 2017) in
nature. Among the two qualitative studies, Mavangira and Raniga (2015) made use of an
exploratory, cross-sectional, descriptive, interpretive research design whilst Van Wyk and
Davids (2019) made use of an exploratory cross-sectional research design. Of the quantitative
studies, Cluver et al. (2019), Hoare et al. (2019), and Pantelic et al. (2020) made use of
longitudinal, exploratory, descriptive, and correlational research designs, whilst Boyes et al.
(2019), Cluver, Meinck et al., (2018), Cluver, Pantelic (2018), Coetzee et al. (2019), Crowley
et al. (2020), Kagee et al. (2019), Kidman et al. (2018), Kidman & Violari (2018), Louw et al.
(2016), Pantelic et al. (2017), Toska et al. (2017), and Woollett et al. (2017) made use of cross-
sectional, exploratory, descriptive, and correlational research designs. It is noted that Brittain
et al. (2019) and Hoare et al. (2019) made use of two cohorts which were comprised of HIV-

positive and HIV-negative individuals.
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The sample sizes of the included qualitative studies ranged from eight (Mavangira &
Raniga, 2015) to 15 (Van Wyk & Davids, 2019), whereas the sample sizes of the included
quantitative studies ranged from 108 (Louw et al., 2016) to 1063 (Cluver et al., 2019).

In the majority of studies, participants were either entering adolescence or were in the
adolescent period at the time of the study. Despite this, three studies included children who
were older than six years of age (Brittain et al., 2019; Hoare et al., 2019; Louw et al., 2016),
whilst two studies included individuals who were older than 19 but younger than 24 years of
age (Kidman et al., 2018; Kidman & Violari, 2018). The studies which included children or
adults, in addition to adolescents, were included in this systematic review as the majority of
their samples included adolescents.

Most participants across the studies were female — with the exception of the study
conducted by Brittain et al. (2018). It is noted that Kidman and Violari (2018) only included
female participants in their study.

The included studies were conducted in three provinces of South Africa: seven were
conducted in the Western Cape (Brittain et al., 2019; Coetzee et al., 2019; Crowley et al., 2020;
Hoare et al., 2019; Kagee et al., 2019; Louw et al., 2016; Van Wyk & Davids, 2019), seven
were conducted in the Eastern Cape (Boyes et al., 2019; Cluver et al., 2019; Cluver, Meinck,
et al., 2018; Cluver, Pantelic, et al., 2018; Pantelic et al., 2017, 2020; Toska et al., 2017), and
four were conducted in Gauteng (Kidman et al., 2018; Kidman & Violari, 2018; Mavangira &
Raniga, 2015; Woollett et al., 2017). It is noted that all the studies, except for the study by
Mavangira & Raniga (2015) which included a sample recruited from a child and youth care
center, included samples located in healthcare facilities providing ART. Additionally, it is
noted that the samples recruited in the studies were representative of a particular target
population (i.e., South African ALHIV accessing HIV treatment services in South Africa).
Synopsis of the aims informing the included articles

All quantitative and qualitative studies included in this systematic review had dissimilar
foci. Boyes et al. (2019) investigated whether correlates operating across a variety of contexts
were associated with multiple mental health outcomes in a large and representative sample of
South African adolescents living with HIV. Brittain et al. (2019) investigated the behavioural
health risks among perinatally-infected and same-age HIV-uninfected adolescents in South
Africa and examined the associations between behavioural health risks and each of adolescent
self-report and caregiver report of adolescent ART adherence and elevated HIV viral load.
Cluver, Meinck et al. (2018) examined whether different types of violence were associated

with non-adherence and identified whether there were interactive or additive effects of multiple



PSYCHOSOCIAL FACTORS AFFECTING HIV-POSITIVE ADOLESCENTS IN RSA 39

victimizations on adolescent antiretroviral non-adherence. Cluver, Pantelic, et al. (2018)
examined whether and how individual-level access to sustainable development goal (SDG)
aligned provisions affected potential mortality risk (operationalized as viral failure or
symptomatic, untreated TB). Cluver et al. (2019) tested the model of development accelerators
within the social and economic domains of sustainable development and examined the model
of accelerator synergies by which accelerators provide more substantial effects through their
multiple associations with particular SDG-aligned targets and across a broad range of SDG
targets. Coetzee et al. (2019) explored the correlates and predictors of fatigue among HIV-
infected adolescents. Crowley et al. (2020) described the associations between adolescent HIV
self-management and treatment adherence, viral suppression, sexual risk behaviour and health-
related quality of life. Hoare et al. (2019) investigated a wide range of mental health measures
and functioning in perinatally infected adolescents, including the effect of orphanhood on
mental health measures and the associations between demographic life stressors, HIV related
stigma, treatment and clinical data with mental health measures. Kagee et al. (2019) examined
the relationship between fatigue, sleep disturbance, depression, anxiety, pain and quality of life
among adolescents receiving ART. Louw et al. (2016) examined the emotional and behavioural
problems in a group of perinatally infected adolescents in South Africa compared with a group
of demographically matched HIV-negative controls, and the demographic, biological,
cognitive, and contextual correlates of emotional and behavioural problems in perinatally
infected adolescents. Kidman et al. (2018) examined the prevalence of adverse childhood
experiences among perinatally HIV-infected adolescents and youth in a HIV endemic context
and explored whether cumulative adverse childhood experiences were associated with high-
risk sexual behaviours, psychosocial health and viral load suppression. Kidman and Violari
(2018) examined the prevalence, predictors and health impact of interpersonal violence among
a sample of perinatally HIV-infected youth. Pantelic et al. (2017) tested a theoretical model of
associations between HIV-related disability, hypothesized social (violence victimization and
enacted HIV stigma) and psychological (anticipated HIV stigma and depression) risk factors
and internalized HIV stigma. Pantelic et al. (2020) examined whether discrimination in the
healthcare setting, discrimination due to adolescent HIV status, and discrimination due to
family member HIV status were associated with retention in care (RIC) among adolescents
living with HIV and tested whether internalized stigma mediated this relationship. Toska et al.
(2017) investigated whether different types of social protection provisions (i.e., cash/'cash-in-
kind' or ‘care’) were associated with lower rates of unprotected sex. Woollett et al. (2017)

investigated the common mental health problems (i.e., depression, anxiety, PTSD, suicidality)
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evident in perinatally infected adolescents retained in care. Of the qualitative studies,
Mavangira and Raniga (2015) investigated the psychosocial experiences and coping strategies
of perinatally HIV-infected adolescents residing in two child and youth care centres. Lastly,
Van Wyk and Davids (2019) explored the challenges of living with HIV and adhering to ART

amongst school-going adolescents.

Article Psychosocial constructs Measures used
investigated
(Boyes et al., - Depression Child Depression Inventory —
2019) - Anxiety Short Form
- Posttraumatic stress Revised Children’s Manifest
- Conduct problems Anxiety Scale

Knowledge of HIV status
Age at disclosure
HIV-related stigma
Negative clinic
interactions

Access to clinic support
group

Past year physical and
emotional abuse
Lifetime contact sexual
abuse

Bullying victimization
Social support
Parenting and parental
monitoring/supervision
Parent-child

communication

Child PTSD Checklist

Strengths and Difficulties
Questionnaire

Healthcare provider report and
confirmation by caregiver report
Adolescents Living with HIV
Stigma Scale

Items adapted from the
PREPARE Trial

UNICEF Measures for National-
Level Monitoring of Orphans
and Other Vulnerable Children
Juvenile Violence Questionnaire
Social and Health Assessment
Peer Victimization Scale
Medical Outcome Study Social
Support Survey

- Orphanhood Alabama Parenting
- Self-efficacy Questionnaire — Short Form
- Poverty Child-Parent Communication

Apprehension Scale
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- Urban/rural household - General Self-Efficacy Scale
location - Self-report questions
(Brittain et - ART adherence - ‘Teen Talk’ Questionnaire
al., 2019) - Substance use/abuse - 6-panel urine toxicology screen
- Sexual activity - Self-report questions

- Bullying others

- Suicidality

- Relationship to caregiver
- Poverty

- School progression

- Access to school

(Cluver, - Patient Medication Adherence
Meinck, et - ART non-adherence Questionnaire
al., 2018) - Past-year physical abuse - UNICEF Measures for National-
victimization by Level Monitoring of Orphans
caregivers at home and Other Vulnerable Children
- Past-year verbal abuse - Juvenile Victimization
victimization by Questionnaire
caregivers at home - Social and Health Assessment
- Past-week witnessing peer victimization scale
domestic violence - Child Exposure to Community
between adults in the Violence checklist
home - Self-report questions

- Contact sexual violence

- Past-year physical
violence from teachers in
school

- Past-year physical
violence from peers

- Past-year physical
violence victimization in

community settings



PSYCHOSOCIAL FACTORS AFFECTING HIV-POSITIVE ADOLESCENTS IN RSA 42

(Cluver,
Pantelic, et
al., 2018)

(Cluver et al.,
2019)

Past-year witnessing of
violence in community

settings

Past-year verbal violence

in the clinic

Orphanhood

Sustainable development -
goal (SDG) 1 and 2

(basic necessities, food

security and social -
protection)

SDG3 (caregiver alive

and healthy)

SDG 8 (household access

to work)

SDG 16 (no child abuse
victimization)

Free school -
Safe school

Free school meals -
Cash transfer

Parenting support -
HIV-support group

ART adherence in past -
week

Good mental health -
No substance abuse -
HIV care retention

School enrolment -
School progression

No sexual abuse -
No high-risk sex

No violence perpetration

UNICEF Measures for National-
Level Monitoring of Orphans
and Other Vulnerable Children

Self-report questions

Patient Medication Adherence
Questionnaire

Child Depression Inventory —
Short Form

Revised Children’s Manifest
Anxiety Scale

Child PTSD Checklist — Short
Form

Child Behaviour Checklist
WHO Global School-based
Health Survey

Adapted Census South Africa
measures of school enrolment
Attention Scale of Strengths and

Difficulties Questionnaire



PSYCHOSOCIAL FACTORS AFFECTING HIV-POSITIVE ADOLESCENTS IN RSA 43

(Coetzee et
al., 2019)

(Crowley et
al., 2020)

(Hoare et al.,
2019)

No community violence
No emotional or physical

abuse

Fatigue

Insomnia

Depression

Anxiety
Self-management
Sexual risk behaviours
Adherence
Health-related quality of
life

Caregiver depression
Family resources,
support, and assets

Depression

Juvenile Victimization
Questionnaire

Adapted intimate partner
violence items from HPTPNO68
study

South African National Survey
of HIV and Risk Behaviour
Adapted Child Behaviour
Checkilist

Child Exposure to Community
Violence checklist

UNICEF Measures for National-
Level Monitoring of Orphans
and Other Vulnerable Children
Social and Health Assessment
Alabama Parenting
Questionnaire

Self-report questions

Chalder Fatigue Scale

Athens Insomnia Scale

Revised Children’s Anxiety and
Depression Scale

Adolescent HIV Self-
Management measure

Youth Questionnaire for persons
aged 15-24 years

Adult AIDS Clinical Trials
Group Adherence questionnaire
KIDSCREEN-27

Centre for Epidemiological
Studies-Depression Scale
Family Resources Scale

Family Support Scale
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(Kagee et al.,
2019)

(Louw et al.,
2016)

(Kidman et
al., 2018)

Anxiety

Disruptive behaviour
Self-concept
Motivation

ADHD

Internalizing and

externalizing problems

Quality of Life
Fatigue

Insomnia

Depression

Anxiety

Pain

Emotional and
behavioural problems

Cognitive performance

Relationship to caregiver

Household crowding

Family resources

Caregiver social support

Caregiver depression
Adverse childhood
experiences

Sexual behaviour
Depression

Substance use/abuse

Beck Youth Depression
Inventory

Beck Youth Anxiety Inventory
Beck Youth Disruptive
Behaviour Inventory

Beck Youth Self-concept
Inventory

Children’s Motivation Scale
Conner’s Parent’s Rating Scale
Child Behaviour Checklist
Paediatric QOL Inventory
Chalder Fatigue Scale

Athens Insomnia Scale
Revised Children’s Anxiety and

Depression Scale

Child Behaviour Checklist
Family Resources Scale
Family Support Scale
Centre for Epidemiological
Studies-Depression Scale

Self-report questions

Adverse Childhood Experience
— International Questionnaire
Beck Depression Inventory
CRAFFT Screening
Questionnaire for alcohol and
substance abuse

Self-report questions
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(Kidman &
Violari,
2018)

(Mavangira
& Raniga,
2015b)
(Pantelic et
al., 2017)

(Pantelic et
al., 2020)

Intimate partner violence
- Childhood adversity

- Sexual risk

- HIV disclosure

- Depression

- Substance use/abuse

- Adherence

- Psychosocial experiences

- Coping strategies

- HIV-stigma mechanisms
- HIV-related disability

- Physical abuse

- Emotional abuse

- Contact sexual abuse

- Bullying victimization

- Depressive symptoms

- ART adherence
- Discrimination due to
HIV status

Adapted version of WHO
Violence against Women
Instrument

Adverse Childhood Experience
— International Questionnaire
Measures from the South
African Demographic and
Health Survey

Beck Depression Inventory
CRAFFT Screening
Questionnaire for alcohol and
substance abuse

Self-report questions

N/A

Adolescents living with HIV
stigma scale

The International Classification
of Functioning, Disability and
Health scale

UNICEF Measures for National-
Level Monitoring of Orphans
and Other Vulnerable Children
Juvenile Victimization
Questionnaire

Social and Health Assessment
Peer Victimization Scale

Child Depression Inventory —
Short Form

Adolescents living with HIV
stigma scale

Stigma-by-association scale



PSYCHOSOCIAL FACTORS AFFECTING HIV-POSITIVE ADOLESCENTS IN RSA 46

(Toska et al.,
2017)

(Van Wyk &
Davids,
2019)
(Woollett et
al., 2017)

Discrimination due to
family member HIV
status

Discrimination in the
healthcare setting
Discrimination
multiplicity

Internalized stigma
Unprotected sex at last
sexual intercourse
Adolescent pregnancy
Knowledge of own status
Social cash transfer
Past-week food security
Access to school
School feeding
Sufficient clothing
Positive parenting
Parental
supervision/monitoring
Attending HIV support
group

Adolescent sensitive care
clinics

Barriers to ART

adherence

Depression
Anxiety

PTSD

Suicidal behaviour
Child abuse

Community violence

Self-report question

Healthcare provider report and
confirmation by caregiver report
An item from the South African
Social Attitudes Survey
Alabama Parenting
Questionnaire

Self-report questions

N/A

Child Depression Inventory —
Short Form

Revised Children’s Manifest
Anxiety Scale

Child PTSD Checklist
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- Bullying - MINI International Psychiatric
- Sexual health risk Interview for children and
- Future outlook adolescents suicide scale

- South African National Food
Consumption Survey

- UNICEF scales for subOSaharan
Africa

- Child exposure to community
violence checklist

- Peer victimization scale

- National survey of HIV and risk
behaviour amongst young South
Africans

- South African Demographic and
health survey

- Self-report questions

Table 4: Psychosocial constructs and quantitative measures under investigation; N/A = Not
applicable
Psychosocial constructs under investigation

Varying psychosocial constructs were explored in the qualitative and quantitative
studies under investigation. Table 4 provides an overview of the psychosocial constructs and
quantitative measures used within the included articles. Within the qualitative articles,
psychosocial constructs included knowledge and feelings towards their mother, dealing with
secrecy and disclosure, social networks and ART adherence, interactions with health and social
services (Mavangira & Raniga, 2015), and challenges as well as facilitators of adherence (Van
Wyk & Davids, 2019). The psychosocial constructs under investigation within the quantitative
articles included health-related quality of life (Crowley et al., 2020), quality of life (Kagee et
al., 2019), ART adherence (Cluver, Meinck, et al., 2018; Cluver, Pantelic, et al., 2018; Cluver
et al., 2019; Crowley et al., 2020; Kidman & Violari, 2018; Pantelic et al., 2020), parenting
and parental supervision/monitoring (Boyes et al., 2019; Cluver et al., 2019), parent-child
communication (Boyes et al., 2019), knowledge of HIV status (Boyes et al., 2019; Toska et al.,
2017), age at first disclosure (Boyes et al., 2019), disclosure of HIV status to others (Kidman
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& Violari, 2018), adverse childhood experiences (Kidman et al., 2018; Kidman & Violari,
2018), bullying victimization (Boyes et al., 2019), violence victimization (i.e., physical,
emotional, and sexual abuse) (Boyes et al., 2019; Cluver, Pantelic, et al., 2018; Cluver, Meinck,
et al., 2018; Cluver et al., 2019; Kidman & Violari, 2018; Pantelic et al., 2017; Woollett et al.,
2017), discrimination in the healthcare setting (Pantelic et al., 2020), negative clinic
interactions (Boyes et al., 2019), HIV stigma (Boyes et al., 2019; Hoare et al., 2019; Pantelic
et al., 2017, 2020), HIV-related disability (Pantelic et al., 2017), self-efficacy (Boyes et al.,
2019), motivation (Hoare et al., 2019), self-concept (Hoare et al., 2019), cognitive performance
(i.e., processing speed, attention, visual spatial ability, visual memory and executive
functioning) (Louw et al., 2016), ADHD (Hoare et al., 2019), internalizing and externalizing
behaviour (Hoare et al., 2019), emotional and behavioural problems (Kagee et al., 2019), anger
(Hoare et al., 2019), disruptive behaviour (Hoare et al., 2019), conduct problems (Boyes et al.,
2019), fatigue (Coetzee et al., 2019; Kagee et al., 2019), insomnia (Coetzee et al., 2019; Kagee
etal., 2019), pain (Kagee et al., 2019), suicidality (Brittain et al., 2019; Woollett et al., 2017),
anxiety (Boyes et al., 2019; Cluver et al., 2019; Coetzee et al., 2019; Hoare et al., 2019;
Woollett et al., 2017), depression (Boyes et al., 2019; Cluver et al., 2019; Coetzee et al., 2019;
Hoare et al., 2019; Kagee et al., 2019; Kidman et al., 2018; Kidman & Violari, 2018; Pantelic
et al., 2017; Woollett et al., 2017), PTSD (Boyes et al., 2019; Cluver et al., 2019; Woollett et
al., 2017), substance use/abuse (Brittain et al., 2019; Cluver et al., 2019; Kidman et al., 2018;
Kidman & Violari, 2018), sexual activity (Brittain et al., 2019; Cluver et al., 2019; Crowley et
al., 2020; Kidman et al., 2018; Kidman & Violari, 2018; Toska et al., 2017; Woollett et al.,
2017), adolescent-sensitive care clinics (Toska et al., 2017), relationship to caregiver (Brittain
et al., 2019; Crowley et al., 2020; Kidman et al., 2018; Kidman & Violari, 2018; Louw et al.,
2016), caregiver depression (Hoare et al., 2019; Louw et al., 2016), caregiver social support
(Hoare et al., 2019; Louw et al., 2016), caregiver access to resources (Hoare et al., 2019; Louw
et al., 2016), poverty (Boyes et al., 2019; Brittain et al., 2019; Cluver et al., 2019; Cluver,
Pantelic, et al., 2018; Kidman et al., 2018; Kidman & Violari, 2018; Pantelic et al., 2020;
Woollett et al., 2017), household crowding (Louw et al., 2016), past-week food security (Toska
etal., 2017), orphanhood status (Boyes et al., 2019; Cluver et al., 2019; Cluver, Meinck, et al.,
2018; Cluver, Pantelic, et al., 2018; Crowley et al., 2020; Hoare et al., 2019; Kidman et al.,
2018; Kidman & Violari, 2018; Woollett et al., 2017), urban/rural household location (Boyes
etal., 2019; Cluver et al., 2019; Cluver, Pantelic, et al., 2018; Pantelic et al., 2017, 2020; Toska
etal., 2017), school progression (Brittain et al., 2019; Cluver et al., 2019; Crowley et al., 2020;
Hoare et al., 2019), access to school (Brittain et al., 2019; Cluver et al., 2019; Toska et al.,
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2017; Woollett et al., 2017), access to school feeding schemes (Cluver et al., 2019; Toska et
al., 2017), access to safe school(s) (Cluver et al., 2019), access to a clinic support group (Boyes
et al., 2019; Cluver et al., 2019; Toska et al., 2017), access to a government cash transfer
(Cluver et al., 2019; Cluver, Pantelic, et al., 2018; Toska et al., 2017), access to sufficient
clothing (Toska et al., 2017), access to social support (Boyes et al., 2019), having a surviving
and healthy caregiver (Cluver, Pantelic, et al., 2018), having at least one employed person in
the household (Cluver, Pantelic, et al., 2018; Hoare et al., 2019), access to three meals a day
(Cluver et al., 2019; Cluver, Pantelic, et al., 2018), and access to free school (Cluver, Pantelic,
et al., 2018; Toska et al., 2017).
Quantitative measures under investigation

Varying psychosocial health screening tools were employed in conjunction with socio-
demographic questionnaires and adolescent self-report measures. Within the quantitative
articles, health-related quality of life was measured with the KIDSCREEN-27 scale (Crowley
et al., 2020). QoL was measured with the Paediatric QoL Inventory — short form (Kagee et al.,
2019). ART adherence was measured with the adherence questionnaire adapted from WHO
tools (Kidman & Violari, 2018), the medication adherence questionnaire (Cluver, Pantelic, et
al., 2018; Pantelic et al., 2020), the adolescent HIV Self-Management Questionnaire (Crowley
et al., 2020), the adapted adult AIDS Clinical Trials Group adherence questionnaire (Crowley
et al., 2020), and the patient medication adherence questionnaire (Cluver et al., 2019; Pantelic
et al., 2020). Parenting and parental monitoring/supervision were measured with the Alabama
Parenting Questionnaire — Short form (Boyes et al., 2019; Cluver et al., 2019). Parent-child
communication was measured with the Child-Parent Communication Apprehension Scale
(Boyes et al., 2019). Knowledge of HIV status was determined through healthcare provider
report and confirmation by caregiver report (Boyes et al., 2019; Toska et al., 2017). Age at first
disclosure was assessed through a self-report question (Boyes et al., 2019). Disclosure of HIV
status to others was assessed through the HIV disclosure questionnaire (Kidman & Violari,
2018). Adverse childhood experiences were measured with the Adverse Childhood
Experiences — International Questionnaire (Kidman et al., 2018; Kidman & Violari, 2018).
Bullying victimization was measured with the Social and Health Assessment Peer
Victimization Scale (Boyes et al., 2019). Violence victimization (i.e., physical, emotional, and
sexual abuse) was measured with adapted intimate partner violence items (Cluver et al., 2019),
the UNICEF Measures for National-level Monitoring of Orphans and Other Vulnerable
Children (Boyes et al., 2019; Cluver et al., 2019; Cluver, Meinck, et al., 2018; Cluver, Pantelic,
et al., 2018; Pantelic et al., 2017; Woollett et al., 2017), the Juvenile Victimization Scale
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(Cluver et al., 2019; Cluver, Meinck, et al., 2018; Cluver, Pantelic, et al., 2018; Pantelic et al.,
2017), the Juvenile Violence Questionnaire (Boyes et al., 2019), the Social and Health
Assessment Peer Victimization Scale (Cluver, Meinck, et al., 2018; Pantelic et al., 2017), the
adapted version of WHO Violence against Women Instrument (Kidman & Violari, 2018), and
the child exposure to community violence checklist (Cluver et al., 2019; Woollett et al., 2017).
Discrimination in the healthcare setting was measured with a self-report question (Pantelic et
al., 2020). Negative clinic interactions were measured with items adapted from the PREPARE
Trial (Boyes et al., 2019). HIV stigma was measured with the HIV-stigma scale for adolescents
living with HIV (Boyes et al., 2019; Pantelic et al., 2017), the stigma-by-association scale
(Pantelic et al., 2020), and a self-report question (Hoare et al., 2019). HIV-related disability
was measured with the adapted version of The International Classification of Functioning,
Disability and Health measure (Pantelic et al., 2017). Self-efficacy was measured with the
General Self-Efficacy Scale (Boyes et al., 2019). Motivation was measured with Children's
motivation scale (Hoare et al., 2019). Self-concept was measured with the Beck Youth
Motivation Inventory (Hoare et al., 2019). Cognitive performance was measured with a battery
of tests assessing neuropsychological domains, including processing speed, attention, visual
spatial ability, visual memory and executive functioning (the specific battery of
neuropsychological tests used was not stated) (Louw et al., 2016). ADHD was measured with
the Conner's parent's rating scale (Hoare et al., 2019). Internalizing and externalizing behaviour
was measured with the Child Behaviour Checklist (Hoare et al., 2019). Emotional and
behavioural problems were measured with the Child Behaviour Checklist CBCL/6-18 version
(Kagee et al., 2019). Anger was measured with the Beck Youth Anger Inventory (Hoare et al.,
2019). Disruptive behaviour was measured with the Beck Youth Disruptive Behaviour
Inventory (Hoare et al., 2019). Conduct problems were measured with the Strengths and
Difficulties Questionnaire (Boyes et al., 2019). Fatigue was measured with the Chalder Fatigue
Scale (Coetzee et al., 2019; Kagee et al., 2019). Insomnia was measured with the Athens
Insomnia Scale (Coetzee et al., 2019; Kagee et al., 2019). Pain was measured with the Visual
Analogue Pain Scale (Kagee et al., 2019). Suicidality was measured with the MINI
International Psychiatric Interview for Children and Adolescents Suicide Scale (Woollett et al.,
2017) and the Teen Talk questionnaire (Brittain et al., 2019). Anxiety was measured with the
Revised Children's Manifest Anxiety Scale — Short Form (Boyes et al., 2019; Cluver et al.,
2019; Coetzee et al., 2019; Woollett et al., 2017) and the Beck Youth Anxiety Inventory (Hoare
et al., 2019). Depression was measured with the Beck Depression Inventory (Kidman et al.,
2018; Kidman & Violari, 2018), Child Depression Inventory — Short Form (Boyes et al., 2019;
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Cluver et al., 2019; Pantelic et al., 2017; Woollett et al., 2017), the Revised Children’s
Depression Scale (Coetzee 2019; Kagee et al., 2019), and the Beck Youth Depression
Inventory (Hoare et al., 2019). PTSD was measured with the Child PTSD Checklist — Short
Form (Boyes et al., 2019; Cluver et al., 2019; Woollett et al., 2017). Substance use/abuse was
measured with the adolescent version of the CRAFFT Screening Questionnaire for alcohol and
substance abuse (Kidman et al., 2018; Kidman & Violari, 2018), a 6—panel urine toxicology
screen (Brittain et al., 2019), the Child Behaviour Checklist (Cluver et al., 2019; Hoare et al.,
2019; Louw et al., 2016), and the WHO global school-based health survey (Cluver et al., 2019).
Sexual activity was measured with the adapted ‘Teen Talk’ questionnaire (Brittain et al., 2019),
the South African National Survey of HIV and Risk Behaviour (Cluver et al., 2019; Woollett
et al., 2017), the Youth Questionnaire for persons aged 15-24 years (Crowley et al., 2020),
measures from the South African Demographic and Health Survey (Kidman & Violari, 2018;
Woollett et al., 2017), and self-report questions (Kidman et al., 2018; Toska et al., 2017).
Access to adolescent-sensitive care clinics was measured with self-report questions (Toska et
al., 2017). Relationship to caregiver was measured with a self-report question (Brittain et al.,
2019; Crowley et al., 2020; Kidman et al., 2018; Kidman & Violari, 2018; Louw et al., 2016).
Caregiver depression was measured with the Centre for Epidemiologic Studies-Depression
Scale (Hoare et al., 2019; Louw et al., 2016). Caregiver social support was measured with the
Family Support Scale (Hoare et al., 2019; Louw et al., 2016). Caregiver access to resources
was measured with the Family Resources Scale (Hoare et al., 2019; Louw et al., 2016). Poverty
was measured items from the South African National Food Consumption Survey (Woollett et
al., 2017) and self-report questions (Boyes et al., 2019; Brittain et al., 2019; Cluver et al., 2019;
Cluver, Pantelic, et al., 2018; Kidman et al., 2018; Kidman & Violari, 2018; Pantelic et al.,
2020). Household crowding was measured with a self-report question (Louw et al., 2016). Past-
week food security was measured with items from the National Food Consumption Survey
(Toska et al., 2017). Orphanhood status was measured with a self-report question (Boyes et al.,
2019; Cluver, Meinck, et al., 2018; Cluver et al., 2019; Cluver, Pantelic, et al., 2018; Crowley
et al., 2020; Hoare et al., 2019; Kidman et al., 2018; Kidman & Violari, 2018; Woollett et al.,
2017). Urban/rural household location was measured with a self-report question (Boyes et al.,
2019; Cluver et al., 2019; Cluver, Pantelic, et al., 2018; Pantelic et al., 2017, 2020; Toska et
al., 2017). School progression was measured with the Strengths and Difficulties Questionnaire
(Cluver et al., 2019) and a self-report question (Brittain et al., 2019; Cluver et al., 2019;
Crowley et al., 2020; Hoare et al., 2019). Access to school was measured with items of school

enrolment from Census South Africa (Cluver et al., 2019) and a self-report question (Brittain
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et al., 2019; Toska et al., 2017; Woollett et al., 2017). Access to a school feeding scheme was
measured using a self-report question (Cluver et al., 2019; Toska et al., 2017). Access to a safe
school was measured the Social and Health Assessment (Cluver et al., 2019). Access to a clinic
support group was measured with a self-report question (Boyes et al., 2019; Cluver et al., 2019;
Toska et al., 2017). Access to a government cash transfer was measured with a self-report
question (Cluver et al., 2019; Cluver, Pantelic, et al., 2018; Toska et al., 2017). Access to
sufficient clothing was measured with an item from the South African Social Attitudes Survey
(Toska et al., 2017). Access to social support was measured with the Medical Outcome Study
Social Support Survey (Boyes et al., 2019). Having a surviving and healthy caregiver was
measured with a self-report question (Cluver, Pantelic, et al., 2018). Having at least one
employed person in the household was measured with a self-report question (Cluver, Pantelic,
et al., 2018; Hoare et al., 2019). Access to three meals a day was measured with a self-report
question (Cluver et al., 2019; Cluver, Pantelic, et al., 2018). Lastly, access to free school was
measured with a self-report question (Cluver, Pantelic, et al., 2018; Toska et al., 2017).
Psychometric properties of the quantitative measures under investigation

The majority of quantitative study authors (n = 11) commented on the psychometric
properties of their scales (Boyes et al., 2019; Cluver et al., 2019; Cluver, Meinck, et al., 2018;
Cluver, Pantelic, et al., 2018; Coetzee et al., 2019; Crowley et al., 2020; Kagee et al., 2019;
Kidman et al., 2018; Pantelic et al., 2017, 2020; Woollett et al., 2017). Cluver, Meinck et al.
(2018) and Cluver, Pantelic et al. (2018) employed a categorical principal components analysis
which established that all items loaded onto a single factor. Crowley et al. (2020) and Pantelic
et al. (2017) employed a confirmatory factor analysis to ensure that their data supported the
latent structures of their instruments. In addition, Boyes et al. (2019), Cluver et al. (2019),
Coetzee et al. (2019), Crowley et al. (2020), Kagee et al. (2019), Kidman et al. (2018), Pantelic
etal. (2017), Pantelic et al. (2020), and Woollett et al. (2017) all assessed the internal reliability
of their measures. It is noted that Coetzee et al. (2019), Kagee et al. (2019), Pantelic et al.
(2020) calculated the internal reliability of all their measures; Boyes et al. (2019), Cluver et al.
(2019), Crowley et al. (2020), Kidman et al. (2018), Pantelic et al. (2017), and Woollett et al.
(2017) only calculated the internal reliability of some of their measures.
Thematic synthesis of findings across the studies included in the sample

Among the psychosocial factors affecting HIV-infected adolescents accessing HIV
treatment, seven themes arose from the analysis undertaken. Themes encompassing the
psychosocial factors affecting ALHIV included (1) adolescent psychosocial development, (2)

quality of life, (3), experience of adversity, (4) social support, (5) HIV stigma, (6) HIV status
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disclosure, and (7) ART adherence. These themes will be presented and discussed in relation

to relevant literature.

Themes Sub-themes
Adolescent psychosocial development - Physiological impact
- Social impact

- Behavioural impact

- Cognitive impact
Quality of life - School functioning

- Social functioning

- Mental health functioning

- Physical functioning
Experience of adversity - Private space(s)

- Public space(s)
Access to social support - Access to caregivers(s)

- Access to friends
Experience of HIV stigma - Internalized stigma

- Anticipated stigma

- Enacted stigma

ART adherence - Facilitators
- Barriers
HIV status disclosure - Selective
- Unintended

Tabe 5: Themes and sub-themes embedded within the included articles
Theme 1: Adolescent psychosocial development

Prominent within the realm of ALHIV psychosocial development is their transition
through the stages of adolescence, which necessitates physiological, psychological, and social
changes (Besthorn et al., 2018; Bhana et al., 2016; Dawood, 2015). From a public health
perspective, although normative in nature for all adolescents, these changes predispose ALHIV
to additional psychosocial factors when developing their sense of identity, autonomy, decision
making-capabilities, and coping skills (Besthorn et al., 2018) needed to successfully transition
into young adulthood. From the articles included in this systematic review, it was apparent that
ALHIV experienced a number of psychosocial factors which affected their physiological,

social, behavioural, and cognitive development, which is in line with literature noting that the
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psychosocial development experienced by ALHIV during their transition through the three
stages of adolescence is a psychosocial factor which affects ALHIV accessing HIV treatment
services in South Africa (Besthorn et al., 2018; Bhana et al., 2016; Dawood, 2015).

Physiologically, ALHIV experienced stunted physiological development that resulted
in delayed pubertal onset (Brittain et al., 2019; Hoare et al., 2019). This was acknowledged to
have contributed to delayed menarche and breast development, and short stature amongst
ALHIV. The experience of delayed pubertal onset among ALHIV is known to result in growth
deficiencies (Anderson et al., 2020; Close, 2010), and was evident in some of the included
articles. Such growth deficiencies increase the probability of atypical bone health and muscle
weakness, stigma that accentuates the risk of MNS disorders, and failure to repress the viral
load of ALHIV, which in turn increases their potential mortality risk (Anderson et al., 2020;
Close, 2010). Poverty and socio-economic stressors add an additional layer of complexity to
these implications. ALHIV treatment initiatives within low-to-middle-income settings are
often ineffective in treating the aforementioned growth deficiencies, whilst ALHIV treatment
initiatives from high-income settings note improvements in muscle growth and bone density
(Anderson et al., 2020; Close, 2010). Even if ALHIV in low-to-middle-income settings
initiated ART in a timely manner, their context, such as distance from health facilities and
associated transportation costs, lead to irregular uptake of ART, therefore minimizing the
positive impact that ART may have had on their physiological growth (Anderson et al., 2020;
Close, 2010).

ALHIV also experienced impaired social development which was a consequence of
their “unresolved grief and trauma as a result of losing their mother at a young age” (Mavangira
& Raniga, 2015, p. 426). This loss, accompanied by the complexities of living with a chronic
ilness, facilitated the fostering of insecure and disorganized attachment styles amongst many
ALHIV (Mavangira & Raniga, 2015). The fostering of insecure and disorganized attachment
styles often predisposed ALHIV to develop internalizing and externalizing behaviors, which
affected their mental health and QoL (Brown et al., 1997).

In addition, ALHIV engaged in behaviours which were predominantly of a health-risk
nature (Brittain et al., 2019; Crowley et al., 2020; Kidman et al., 2018; Kidman & Violari,
2018; Toska et al., 2017). Some ALHIV reported an early sexual debut whilst others reported
inconsistent condom use, having had multiple (and concurrent) sexual partners, and falling
pregnant (Brittain et al., 2019; Cluver et al., 2019; Crowley et al., 2020; Kidman et al., 2018;
Kidman & Violari, 2018; Mavangira & Raniga, 2015; Toska et al., 2017, 2017; Van Wyk &

Davids, 2019). Moreover, ALHIV engaged in substance use behaviours; of those who had
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engaged in substance use behaviours, a small proportion of ALHIV developed substance abuse
problems (Brittain et al., 2019; Cluver et al., 2019; Kidman et al., 2018; Kidman & Violari,
2018). It is noted that the most salient health-risk behaviours that ALHIV engaged in were that
of inconsistent condom use and substance use/abuse, which is in line with other research
premised on ALHIV (Ashaba et al., 2019; Boyes et al., 2018; Cluver et al., 2012; Kim et al.,
2015; Lwidiko et al., 2018; Elona Toska et al., 2019; Woollett et al., 2017).

ALHIV were noted to have experienced cognitive deficiencies regarding their
processing speed, attention, visual-spatial ability, visual memory, and executive functioning
(Louw et al., 2016). Such cognitive deficiencies are often more prevalent amongst VALHIV
than HALHIV (Goga et al., 2019; Meinck et al., 2019; Sherr et al., 2014); however it is noted
again that VALHIV were not differentiated from HALHIV, therefore the occurrence of
cognitive deficiencies among ALHIV should not be a generalized problem which affects all
ALHIV. Lastly, ALHIV had limited HIV treatment knowledge as many were unaware of their
HIV treatment success, their viral load, HIV treatment names, and consequences of ART non-
adherence (Crowley et al., 2020; Van Wyk & Davids, 2019). Limited HIV treatment
knowledge among ALHIV is not uncommon; however ALHIV require such knowledge in
order to promote the acceptance and understanding of the implications associated with LHIV.
Theme 2: Quality of life

The QoL of ALHIV, from a public health perspective, is an important psychosocial
factor affecting the health and well-being of ALHIV. Experiencing a low QoL is indicative of
stressors in the individual’s environment, inadequate social support structures and underlying
mental health problems which, if not addressed, will continue to negatively impact ALHIV
(Lee et al., 2006). From the articles included in this systematic review, it was clear that QoL
amongst ALHIV was impacted by their social, academic, mental health and physical
functioning. The social functioning of ALHIV put them at risk for defaulting on their HIV
treatment as they would rather participate in achieving their social pursuits (i.e., desire to fit
in) than employ HIV protective behaviours (i.e., ART adherence and abstinence or safe sex)
(Crowley et al., 2020; Van Wyk & Davids, 2019). The mental health and emotional functioning
of ALHIV were identified as a prominent concern as many ALHIV suffered from internalizing
and externalizing behaviour, as well as other mental health complications (Boyes et al., 2019;
Cluver et al., 2019; Coetzee, Loades, Toit, et al., 2019; Hoare et al., 2019; Kagee et al., 2019;
Louw et al., 2016; Pantelic et al., 2017; Woollett et al., 2017). Of those experiencing
internalizing behaviour, prominent issues were that of anxiety, depression, suicidality, PTSD,

and insomnia. Externalizing issues were that of substance use/abuse, attempted suicide, self-
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harm, bullying, and defaulting ART. The physical health of ALHIV was stable, but many
individuals experienced delayed pubertal onset (Brittain et al., 2019; Hoare et al., 2019). In
addition, specific ALHIV had a higher potential mortality risk as they exhibited viral failure
and symptomatic pulmonary TB (Brittain et al., 2019; Cluver et al., 2019; Cluver, Meinck, et
al., 2018; Cluver, Pantelic, et al., 2018; Crowley et al., 2020; Kidman et al., 2018; Kidman &
Violari, 2018; Pantelic et al., 2020). Lastly, the academic functioning of ALHIV was impacted
by participants having repeated a grade in school (Brittain et al., 2019; Cluver et al., 2019;
Crowley et al., 2020; Hoare et al., 2019).

Overall, two main findings are of an important nature. First, it was identified that there
was a significant relationship between ART self-management and QoL for ALHIV (Crowley
et al., 2020). Second, mental health problems, such as anxiety, depression and insomnia, were
significant predictors of QoL amongst ALHIV (Kagee et al., 2019). This indicates that ALHIV,
who have taken responsibility for their health in light of the realization and acceptance of their
HIV-positive status, are more adept at managing their time and lifestyle around ART adherence
(Crowley et al., 2020). In addition, through HIV education initiatives, HIV self-management
entails an awareness of the consequences associated with LHIV (i.e., knowledge of HIV
transmission and acquisition pathways) (Crowley et al., 2020), which includes risky sexual
behaviours. It is noted that ALHIV with a high degree of HIV self-management skills,
compared to ALHIV with a low degree of self-management skills, were more likely to practice
safe sex or abstain from sexual intercourse completely. However, an array of social factors
such as a lack of social support needed to encourage protective social behaviours and ART
adherence among ALHIV, often impedes self-management among ALHIV (Brittain et al.,
2019; Cluver et al., 2019; Crowley et al., 2020; Hoare et al., 2019).

Theme 3: Experience of adversity

ALHIV in South Africa negotiate their transition through adolescence in a context
characterized by the experience of different types and counts of adversities. From the articles
included in this systematic review, it was evident that the experience of adversity was a
common psychosocial factor that impacted the health and well-being of ALHIV (Boyes et al.,
2019; Cluver et al., 2019; Cluver, Meinck, et al., 2018; Cluver, Pantelic, et al., 2018; Kidman
et al., 2018; Kidman & Violari, 2018; Louw et al., 2016; Mavangira & Raniga, 2015; Pantelic
et al., 2017; Toska et al., 2017; Van Wyk & Davids, 2019; Woollett et al., 2017). The two
predominant types of adversity experienced by ALHIV were that of ‘stressors within the family

environment’ and the ‘experience of violence’.
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Stressors within the family environment encompassed the loss of primary caregivers as
a result of death or divorce, residing with alternative caregivers, the mental health and quality
of life amongst caregivers and other co-inhabitants, and socio-economic insecurities. Such
stressors within the family environment are known to predispose ALHIV to negative health
outcomes when accessing HIV treatment services in South Africa (Evans et al., 2013;
Mavangira & Raniga, 2015; Van Wyk & Davids, 2019). The findings from Boyes et al. (2019)
indicate that ALHIV within these living conditions are more likely to exhibit the internalizing
and externalizing behaviours of those around them as they mimic the abuse and violence
witnessed by their caregivers and co-inhabitants. This gives rise to an environment
characterized by anxiety, depression, PTSD, bullying, or substance abuse (Boyes et al., 2019;
Brittain et al., 2019; Hoare et al., 2019). All such stressors are likely to have a negatively
valenced psychosocial impact on the health and well-being of ALHIV in South Africa.

The social functioning of ALHIV was often impaired by their experience of losing a
primary caregiver as a child. Mavangira and Raniga (2015) took it a step further and addressed
the social functioning of ALHIV. Their results showcased that ALHIV tended to develop
dysfunctional attachment styles which impeded their ability to form secure and meaningful
attachments with others (Mavangira & Raniga, 2015). The fostering of maladaptive attachment
styles further predisposed ALHIV to risky behaviours and a range of MNS disorders
(Mavangira & Raniga, 2015; Sherr et al., 2018).

Exposure to violence was prevalent in both private and public spaces. In private spaces,
ALHIV experienced violence from caregivers and significant others, as well as witnessed
domestic violence within the household. Caregiver violence was emotional, verbal, physical,
and sexual in nature, whilst violence from significant others was both of a physical and sexual
nature. In public spaces, ALHIV experienced violence at schools, in the community, and in the
healthcare setting. Violence at schools often came from teachers and peers, whilst community
violence was of a vicarious and collective nature. Violence in the healthcare setting was
predominantly of an emotional and verbal nature.

From a public health perspective, the cumulative impact that the aforementioned
adversities had on the health and well-being of ALHIV was of a negatively valenced nature. In
general, domestic and community violence is rife in South Africa and remains a psychosocial
stressor for most of the population, regardless of HIV status — yet the findings from this
systematic review indicate that such violence compounds the psychosocial factors of ALHIV
are exposed to (Boyes et al., 2019; Cluver et al., 2019; Cluver, Meinck, et al., 2018; Cluver,
Pantelic, et al., 2018; Kidman et al., 2018; Kidman & Violari, 2018; Louw et al., 2016;
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Mavangira & Raniga, 2015; Pantelic et al., 2017; Toska et al., 2017; Van Wyk & Davids, 2019;
Woollett et al., 2017)
Theme 4: Social support

Social support is an important psychosocial factor known to affect the mental health
and QoL of ALHIV (Lam et al., 2007; Toth et al., 2018). From the articles included in this
systematic review, it was apparent that ALHIV had inconsistent access to social support
structures. Of the social support available to ALHIV, many appeared to rely on HIV support
groups, their caregivers, family, and friends (Boyes et al., 2019; Cluver et al., 2019; Mavangira
& Raniga, 2015; Toska et al., 2017; Van Wyk & Davids, 2019). Although inconsistent, access
to social support mechanisms appeared to serve as a psychosocial buffer against certain types
and counts of stressors. It was reported that having access to social support facilitated ART
adherence; those with access to more social support adhered to ART, whereas those with little-
to-no social support were often non-adherent to ART. In addition, having access to supportive
caregivers and peer/intimate partners prompted the creation of non-biased spaces in which
ALHIV were able to experience a sense of belonging. This sense of belonging was imperative
in that it mitigated against the effects of HIV stigma and discrimination in the spaces frequented
by ALHIV. From a public health perspective, adequate social support appeared to facilitate the
experience of a sense of belonging among ALHIV. This sense of belonging is an essential
psychosocial experience associated with positive mental health and QoL outcomes among
ALHIV (Boyes etal., 2019; Cluver et al., 2019; Mavangira & Raniga, 2015; Toska et al., 2017,
Van Wyk & Davids, 2019). In addition, a healthy support structure of caring family members,
friends and healthcare providers appeared to mitigate against the negative impact of depression
and anxiety among ALHIV (Boyes et al., 2019). It is noted that inadequate social support often
resulted in ART non-adherence and an increased incidence of risky behaviours such as
unprotected sex (Boyes et al., 2019; Cluver et al., 2019; Mavangira & Raniga, 2015; Toska et
al., 2017; Van Wyk & Davids, 2019).
Theme 5: HIV stigma

HIV stigma has been documented to have a pervasive impact on the psychosocial
functioning of ALHIV (Close, 2010; Jaspan et al., 2009; Kruger et al., 2018; Whetten et al.,
2008; Williams et al., 2018). From the articles included in this systematic review, it was clear
that the experience of HIV stigma was common amongst ALHIV (Boyes et al., 2019;
Mavangira & Raniga, 2015; Pantelic et al., 2017, 2020; Van Wyk & Davids, 2019).
Researchers have conceptualized HIV stigma as a multidimensional construct that

encompasses: (1) anticipated stigma, (2) internalized stigma and (3) enacted stigma (Boyes et
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al., 2019; Mavangira & Raniga, 2015; Pantelic et al., 2017, 2020; Van Wyk & Davids, 2019).
Anticipated stigma, a determinant of internalized stigma, was evident in the accounts provided
by ALHIV. Specifically, the fear of rejection and discrimination was indicative of the
anticipated stigma experienced by ALHIV. Moreover, the experience of internalized stigma
prompted ALHIV to feel like “outcasts” (Van Wyk & Davids, 2019, p. 4) who were “dirty”
(Van Wyk & Davids, 2019, p. 4). The feeling of being an ‘outcast who is dirty’ prompted
ALHIV to feel as if they were different to their HIVV-negative family members and peers.
Consequently, the feeling of being different resulted in heightened feelings of loneliness
amongst ALHIV. In addition to the negative effect anticipated stigma and internalized stigma
had on the well-being of ALHIV, enacted stigma had a direct negative effect on the lives of
ALHIV. In particular, enacted stigma was present in the form of HIV-related discrimination;
such discrimination was directed towards ALHIV because of a family member’s HIV -positive
status as well as their own HIV-positive status. From a public health perspective, it is clear that
HIV stigma is associated with negative psychosocial outcomes, which have been noted to
impact the health and well-being of ALHIV (Close, 2010; Kruger et al., 2018; Kunguma et al.,
2018; Whetten et al., 2008; Williams et al., 2018).

ALHIV require knowledge through education initiatives targeted towards addressing
HIV myths and stereotypes; ALHIV also require knowledge about the benefits of social support
systems in order to mitigate against the negative effect HIVV stigma may have on their health
and well-being (Close, 2010; Jaspan et al., 2009; Marfatia & Naswa, 2010). Furthermore,
ALHIV who cope poorly with the effect of HIV stigma are more likely to succumb to social
anxiety and depression, which originates from the fear of rejection (i.e., anticipated stigma)
(Pantelic et al., 2017, 2020; Van Wyk & Davids, 2019). In addition, when the experience of
stigma is prolonged, anticipated stigma can result in overwhelming feelings of loneliness; this
loneliness often results in ALHIV perceiving themselves as abnormal or social outcasts. Lastly,
stigma experienced from stunted physiological development, a shared experience by ALHIV,
can further predispose ALHIV to an ‘othering’ which is akin to enacted stigma. This ‘othering’
is premised on the basis of ALHIV being physically different to that of their HIV-negative
peers (Koenig et al., 2011; Mavangira & Raniga, 2015; Van Wyk & Davids, 2019).
Theme 6: HIV status disclosure

HIV status disclosure, an iterative process that differs across localities and contexts
(Obermeyer et al., 2011), can affect the health and well-being of ALHIV. From the articles
included in this systematic review, it was evident that the dynamics of HIV status disclosure

were of a complex nature. Although ALHIV were aware of their HIV status, many were
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dissatisfied with how they came to find out about their HIVV-positive diagnosis (Mavangira &
Raniga, 2015). The most common person to disclose the HIV-positive status to ALHIV was
their health and social care workers as well as family members (Mavangira & Raniga, 2015).
Despite ALHIV choosing to disclose their HIV status to others, disclosure was either
‘selective’ or ‘unintended’ (Van Wyk & Davids, 2019). Selective disclosure was the preferred
method of disclosure whereby ALHIV “chose to disclose their HIV-positive status to some and
not to others” (Van Wyk & Davids, 2019, p. 4). Itis noted that ALHIV predominantly disclosed
their HIV status to family members and close friends whom they trusted. Unintended
disclosure, feared by many ALHIV, was less common as ALHIV feared “rejection, stigma, and
discrimination” (Van Wyk & Davids, 2019, p. 4). From a public health perspective, it was
evident that despite the nature of disclosure being complex, it was often associated with
negative psychosocial outcomes. Notably, the rate at which ALHIV choose to disclose their
HIV-positive status appeared to be related to the experience of HIV stigma (Mavangira &
Raniga, 2015; Van Wyk & Davids, 2019). When ALHIV reported high degrees of stigma
(Boyes et al., 2019; Mavangira & Raniga, 2015; Pantelic et al., 2017, 2020; Van Wyk &
Davids, 2019), regardless of whether it is in the form of internalized, anticipated or enacted
stigma, they were less likely to disclose their positive status to others (Mavangira & Raniga,
2015; Van Wyk & Davids, 2019). Persons to whom ALHIV were most likely to reveal their
HIV-positive status were family members, healthcare providers and social workers (Mavangira
& Raniga, 2015; Van Wyk & Davids, 2019).
Theme 7: ART adherence

Adapting to life with a chronic disease necessitates the need for ALHIV to effectively
manage their ART regimes (Close, 2010; Jaspan et al., 2009; Van Wyk & Davids, 2019).
However, from a public health perspective, ART adherence is a complex and multidimensional
psychosocial factor that affects the health and well-being of ALHIV. Notably, HIV self-
management, a construct related to ART adherence, was a strong predictor of ART adherence
among ALHIV (Crowley et al., 2020). For ALHIV, self-management entails a sense of self-
ownership, responsibility and strong resilience, and requires a robust social support structure
in order to facilitate ALHIV to become more confident when negotiating the complexity of
living with a chronic illness (Crowley et al., 2020; Moosa & Jeenah, 2012; Van Wyk & Davids,
2019). From the articles included in this systematic review, it was apparent that ART use
among ALHIV varied, with many adhering to their treatment regimens according to self-
reports. Notably, the sole facilitator of ART adherence was the availability of social support

from caregivers and friends or intimate others. It becomes more imperative for ALHIV to have
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supportive family and friends when faced with the realization that the number of PLHIV
heavily outweighs the number of available healthcare providers and social workers in South
Africa (Lam et al., 2007; National Department of Health, 2018). It is noted that despite access
to social support being inconsistent across all ALHIV, several barriers to ART adherence were
noted; barriers to ART adherence encompassed patient, school, treatment, and health service-
related factors.

Patient factors that affected ART adherence amongst ALHIV were related to negative
relationships with alternative caregivers and socio-economic insecurities. Living with
alternative caregivers who were emotionally unavailable was cited as a barrier to ART
adherence as ALHIV would attempt to default their ART in a bid to “end their lives and be
with their deceased biological parents” (Van Wyk & Davids, 2019, p. 4). Socio-economic
insecurities were also noted to pose difficulties to ART adherence as ALHIV often had limited
access to financial support needed to cover transport costs in order to access HIV treatment
services. School factors that affected ART adherence amongst ALHIV included their teacher’s
behaviour and attitude, as well as their school commitments. The attitude and behaviours of
certain teachers were noted to have been of an unfriendly and abusive nature. The volatility of
some teachers prompted ALHIV to feel uncomfortable and unwilling to communicate their
healthcare needs (i.e., the need to regularly attend the clinic) for fear of abuse and victimization.
Moreover, school commitments and busy school schedules of ALHIV prevented them from
having designated times to access the clinic; they also feared unintended disclosure should they
regularly miss school to attend the clinic. Factors associated with the treatment regimens also
posed a challenge to ART adherence amongst ALHIV. In particular, ALHIV had limited
knowledge regarding the adverse side effects of ART, which made them feel uncomfortable
and unlikely to consistently take their medication. Some ALHIV were unaccustomed to the
rigid treatment routines associated with ART adherence, and this resulted in frustration and
fatigue because “no leniency was allowed”(Van Wyk & Davids, 2019, p. 6). Consequently, the
lack of leniency accorded to ALHIV also resulted in inconsistent adherence to ART. Health-
service factors that affected ART adherence among ALHIV included a lack of privacy and
confidentiality during healthcare follow-up visits, the knowledge of healthcare workers, the
behaviour of healthcare workers, lack of support, missing and misplaced files, and long waiting
times. The lack of confidentiality and privacy at local clinics, labelled ‘HIV services’, subjected
ALHIV to further stigma. Moreover, healthcare workers had limited knowledge regarding the
unique attributes of ALHIV and this impacted on their service delivery to this group and

resultant adherence. The behaviour of healthcare workers also posed a challenge to ALHIV
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adherence as healthcare workers were noted to be verbally abusive and provided overtly
differentiated care towards those who were adherent and non-adherent to their HIV treatment
regimens. In addition, some healthcare workers appeared to be unsupportive towards ALHIV;
ALHIV were perceived to be fully responsible for their healthcare needs. Missing and
misplaced files was another barrier to ART adherence as many ALHIV were required to go
home and return to the clinic on another occasion when the files were located. Lastly, ALHIV
were required to wait for extended periods of time to collect their medication needed to adhere

to ART; notably, this interfered with the school commitments of ALHIV.
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Discussion

Whilst South Africa is characterized by a magnitude of social and economic stressors
that place ALHIV at risk of adverse psychosocial health outcomes, the psychosocial impact of
HIV on ALHIV has not been adequately assessed in the South African context, as evidenced
by the limited number of empirical articles that adhered to the inclusion criteria informing this
research report. What has been done to address this topic in the South African context has
occurred in the last six years (i.e., 2015-2020). This uptake of research suggests a growing
trend within contemporary HIV research in South Africa. Using a systematic approach, this
review has described, analyzed and discussed the available findings on the psychosocial
outcomes among ALHIV accessing HIV treatment. Figure 2 highlights the seven psychosocial

factors which affect ALHIV accessing HIV treatment services in South Africa.
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Figure 2: Psychosocial factors which affect ALHIV accessing HIV treatment services

The psychosocial factors which affected the health and well-being of ALHIV were of
a complex and multidimensional nature. Specifically, the psychosocial development, QoL,
experience of adversity, social support, ART adherence, HIV stigma, and HIV status disclosure
had a differential impact on the health and well-being of ALHIV accessing HIV treatment
services in South Africa. From the findings of this research report, it was evident that the only
psychosocial factor which had a positive psychosocial impact on the health and well-being of
ALHIV was the availability of social support. Social support was noted to have promoted ART
adherence among ALHIV; social support also served as a psychosocial buffer against certain

types and counts of stressors. However, the lack of social support, as well as adolescent
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psychosocial development, QoL, experience of adversity, ART (non)adherence, HIV stigma,
and HIV status disclosure all had a negative psychosocial impact on the health and well-being
of ALHIV. All of the aforementioned negatively-valenced psychosocial factors often
compound the psychosocial distress associated with living with a chronic illness, such as HIV.
Nevertheless, the lack of social support, as well as adolescent psychosocial development, QoL,
experience of adversity, ART (non)adherence, HIV stigma, and HIV status disclosure
predisposed ALHIV to experience additional psychosocial distress, which commonly resulted
in poor health (as conceptualized by the WHO) outcomes.

It is noted that although the articles included in this systematic review addressed some
of the major psychosocial factors associated with LHIV, none of the articles investigated the
impact narratives of masculinity had on the health and well-being of ALHIV. Narratives of
masculinity are often gendered and encourage poor sexual negotiation skills among females
whilst concurrently increasing the incidence of risky sexual and violence-related behaviour
amongst males (Fatusi & Hindin, 2010). It could be suggested that narratives of masculinity
resulted in ALHIV experiencing their sexual debut at an early age. Narratives of masculinity
may have also influenced the incidence and prevalence of health-risk behaviours that ALHIV
were noted to have engaged in. Similarly, none of the included articles in this systematic review
addressed the transition ALHIV undergo when moving from pediatric to adult-oriented
healthcare. The transition ALHIV experience when moving from pediatric to adult-oriented
healthcare is precarious as ALHIV are often undifferentiated from their adult counterparts,
which results in the provision of undifferentiated care by healthcare professionals (Anderson
etal., 2020; Goga et al., 2019; Hussen et al., 2014; Sherr et al., 2018; Slogrove & Sohn, 2018).
This experience can increase the pressure for ALHIV to become more independent,
autonomous, and self-sufficient when adhering to their HIV treatment regimens (Close, 2010;
Davies & Hamlyn, 2018; Jaspan et al., 2009). However, ALHIV are not always equipped with
the necessary psychosocial skills needed to adequately adhere to ART without the assistance
of their caregivers or healthcare professionals (Koenig et al., 2011; Marfatia & Naswa, 2010;
Sherr et al., 2018). Moreover, although articles included in this systematic review investigated
adherence to ART, none of the articles specifically explored the psychological or psychosocial
impact ART had on the health and well-being of ALHIV. The psychological or psychosocial
impact of ART on the health and well-being of ALHIV is a crucial consideration as ALHIV
are required to adhere to ART to achieve sustained viral suppression and long-term
immunologic recovery (Evans et al., 2013; Haberer & Mellins, 2009; Toth et al., 2018).

However, adapting to life with a chronic disease necessitates the need to manage medication
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regimes effectively (Close, 2010; Jaspan et al., 2009; Van Wyk & Davids, 2019), which may
have a negative psychological or psychosocial impact on the health and well-being of ALHIV.
In particular, ALHIV may experience ART-related side effects and treatment fatigue (premised
on complex twice-daily doses). These are salient psychosocial factors known to affect the
health and well-being of ALHIV (Chuah et al., 2017; Close, 2010; Jaspan et al., 2009; Nassen
et al., 2014; National Department of Health, 2018; Southern African HIV Clinicians Society,
2013, 2014; Thom, 2009; Whetten et al., 2008). Despite the lack of research in the above
aspects of psychosocial wellbeing among ALHIV, the findings of this research report
nevertheless have important implications for practice, theory, and future research.
Implications for practice, theory, and future research

The psychosocial factors which affected ALHIV in the South African context are
numerous and complex, and this research report has been able to showcase the impact certain
psychosocial factors had on the health and well-being of ALHIV accessing HIV treatment
services in South Africa.

ALHIV are a particularly vulnerable cohort of PLHIV and present with clinically
distinct differences compared to that of their adult and child HIV-positive counterparts. The
distinction between ALHIV and their adult and child counterparts is premised on the
psychosocial transition ALHIV undergo during the three stages of adolescence. This distinction
is an essential consideration in providing person-centred care, which is of a holistic and
psychosocial nature. However, it is a central concern that although VALHIV were
differentiated from HALHIV on the basis of their mode of HIV acquisition in some of the
included studies, none of the studies separated VALHIV from HALHIV in their analyses and
findings. This creates a false narrative in which VALHIV and HALHIV are seen as comparable
cohorts requiring similar approaches to their HIV treatment initiatives. As a result, this research
report was not able to differentiate between the psychosocial factors which affect HALHIV
and VALHIV independently, and instead showcased the psychosocial factors which affect
ALHIV as a collective. Future research that differentiates VALHIV from HALHIV samples
would be instructive on understanding the diverse experiences and needs of these two cohorts.

It should be stressed that those who interact with ALHIV, such as their healthcare
workers, require particular forms of knowledge related to the unique attributes that ALHIV
present with when accessing HIV treatment services in South Africa. These unique attributes
are complicated by the context in which ALHIV reside in. In particular, violence, HIV sigma,
and socio-economic insecurities are salient across the South African context, and the findings

from this research report have highlighted their pervasive role in the every-day-life of ALHIV



PSYCHOSOCIAL FACTORS AFFECTING HIV-POSITIVE ADOLESCENTS IN RSA 66

accessing HIV treatment services in South Africa. In addition, healthcare workers, in particular,
not only require knowledge of the unique attributes ALHIV present with, but also require
structural support in the form of regular training and supervision. Regular training and
supervision is needed in the context of evidence-based healthcare interventions aimed at
holistic and person-centred care. Healthcare workers should be encouraged to see themselves
as part of the broader social support structure for ALHIV as their judgmental attitudes, whether
intentional or not, can often result in adverse treatment outcomes among ALHIV. In addition
to the need for healthcare workers to comprehensively understand the unique attributes ALHIV
present with, ALHIV also require knowledge of their HIV status and sustained psychosocial
support to promote the acceptance and understanding of the implications associated with LHIV.

From a theoretical perspective, this research report has demonstrated the importance of
using public health theoretical framework which conceptualizes ‘health’ in a holistic and
psychosocially nuanced manner. Conceptualizing ‘health’, as per the WHO, facilitated the
exploration of the psychosocial factors which had subtle and, at times, overt influences over
the health outcomes amongst ALHIV. In addition, this research report has highlighted the
utility of orientating to a public health framework in conjunction with a systematic review
method. Specifically, the importance of utilizing a public health theoretical model lay in its
ability to delineate health implications using quantitative and qualitative data in order to
examine the response by mental healthcare to addressing the differential needs that ALHIV
presented with when accessing HIV treatment services in South Africa.

From a research perspective, it is concerning that the articles included in this systematic
review made little use of psychological or psychosocial insight, given the bi-directional nature
of HIV and mental health among ALHIV. More research premised on the impact of HIV on
the mental health of ALHIV is needed. Future research should, however, adopt a psychological
or psychosocial approach to their research initiatives given the high burden of mental health
symptoms observed in ALHIV populations in diverse contexts and localities, and the limited
availability of research on ALHIV in South Africa. In order to contribute to the body of
knowledge premised on ALHIV in South Africa, more research addressing the psychosocial
factors that affect ALHIV accessing HIV treatment services is needed. Researchers also need
to ensure their studies are bias-free as possible. Surveys and questionnaires aimed at measuring
psychosocial factors are often imported from the Global North and are plagued with validity
concerns. should they be used in the South African context, they should be accurately adapted
in order to minimize the risk of bias. The majority of the quantitative studies reported on the

psychometric properties of the measures employed in the articles; however, it is important to
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consider the impact that self-report measures have on the quality of outcomes measured.
Specifically, the reliability as well as the validity of the measures used ought to be considered.
In addition to this, methodological issues associated with self-reported data, such as sampling
or response bias, also have to be considered. It is also essential for future research to consider
the impact volunteer bias has on the quality of results as well. Volunteer bias, an important
consideration in quantitative research, has been shown to introduce a significant amount of bias
within the results. This bias, when unacknowledged, commonly results in positive rather than
negative outcomes. Therefore, the results reported by the systematic review must be considered
with caution. This caution is not indicative of problematic results, but it suggests that more can
be done to increase the quality of outcomes investigated. In relation to the included articles that
reported on their instruments’ psychometric properties, it was evident that the instruments
employed were of high quality, as indicated by their high internal reliability estimates. Despite
this, the validity of the instruments was not adequately discussed by study authors. It is noted
that although some authors noted that their instruments were administered in previous research
initiatives with comparable samples, none of the study authors provided detailed information

about the scales they employed.
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Limitations

The limitations of this current research report ought to be considered. First, it is stressed
that as a result of the purposive inclusion criteria used to inform this research report, the articles
in the final sample cannot be representative of what has been done in the field of mental health
and HIV. Specifically, excluding grey and other non-empirical literature, as well as articles
published in languages other than English, may have contributed to evidence collection bias in
that this systematic review was not able to identify all available data on the topic under
investigation. Second, this systematic review was both conducted and written up by one
primary reviewer (i.e., the author of this research report), which is not recommended by the
available guidelines on systematic review methods. Given this, it is possible that empirical
articles which adhered to the inclusion criteria informing this research report were missed
during the screening and selection process o