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Abstract
Background The number of people living with HIV (PWH) aged 50 and above is increasing. The question of care 
among older PWH (aged ≥ 50 years) is an increasing concern. Understanding the care preference of older people can 
better provide care services for them. The purpose of this study was to investigate the care preference (home-based 
care, self-care, institutional care, community-based care, and mutual-aid care) among older PWH and identify the 
factors affecting their care preference.

Methods A cross-sectional survey was conducted among older PWH (aged ≥ 50 years) about care preference from 
May to November 2021. We enrolled 319 participants using convenience sampling. We designed a questionnaire to 
assess the care preference of older PWH. The Chi-square test and Fisher’s exact test were used to conduct univariate 
analysis of care preference. Multinomial logistic regression was used to identify factors influencing care preference.

Results Most older PWH (72.7%) preferred home-based care, and few (15.7%) preferred self-care. Fewer older PWH 
preferred community-based care (5.3%), institutional care (5.0%) and mutual-aid care (1.3%). Multivariate analysis 
showed that older PWH with a house, spouse and more children were more inclined to choose home-based care 
(p < .05). Older PWH living alone, having higher monthly income and higher HIV stigma preferred to choose self-care 
(p < .05).

Conclusion Home-based care was the most preferred model of older PWH, and self-care ranked second. The 
number of those who preferred institutional care, community-based care and mutual-aid care were few. Nation 
and government should take measures to allocate care resources for older adults reasonably to better meet the 
care needs of older PWH. It is important to strengthen social security, reduce internalized HIV stigma, improve social 
support, and explore diversified care models for improving the quality of life of older PWH.
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Introduction
Health and aging have become important global issues 
because of the aging population. In the field of AIDS, 
older people living with HIV (PWH) are usually defined 
as ≥ 50 years old in order to distinguish them from sexu-
ally active groups (15–49 years) [1]. In addition, older 
PWH on Highly Active Antiroviral Therapy (HAART) 
show worse immune recovery than younger people with 
HIV, often with immune failure and accelerated immune 
aging. Other age-related diseases (geriatric syndromes, 
functional or neurocognitive/mental health problems, 
and polymedication) also have higher prevalence and 
poorer survival rates than uninfected people [2, 3]. 
Therefore, the international community usually defines 
age ≥ 50 as the medical age of people with HIV, and PWH 
over 50 years old are the elderly [1, 4, 5]. HAART has 
reduced mortality among PWH, resulting in an aging 
HIV population [3]. In addition, this can be attributed to 
the increase in the number of PWH over the age of 50 
[5]. UNAIDS reported in 2021 that 8.1  million people 
aged 50 and over worldwide had HIV. One modelling 
study [ 6] conducted in the Netherlands found that the 
proportion of PWH aged 50 years or older will reach 
three-quarters by 2030. According to China CDC Weekly 
[7], the proportion of newly infected males aged 60 and 
above increased to 18.21% in 2020. Older PWH repre-
sents the fastest growing group among the HIV-infected 
patients in the UK, with one-third of PWH over the age 
of 50 [8]. In view of the growing burden of older PWH, 
old age care in this segment of the population is on the 
agenda.

Research has characterized how the social support of 
older PWH may be characterized as inadequate, given 
the lack of family involvement, poor perceived availability 
and high degrees of social isolation [9]. Affected by old 
age and HIV, older PWH are considered vulnerable and 
they may require support from family and society [10]. 
Family is an important informal support resource that 
provides emotional and instrumental support for older 
PWH [11, 12]. However, there was widespread social 
isolation and low family support among older PWH due 
to a number of factors such as internalized HIV stigma, 
public discrimination and poverty. Simultaneously, HIV 
stigma and age discrimination made older PWH separate 
from informal support networks [13, 14]. One study [15] 
found that more than 70% of older PWH lived alone, and 
only 15% had a lifetime partner. Another study pointed 
out that social isolation was common among older PWH 
[14]. Other studies [16, 17] found that only one-third of 
older PWH had a partner and 71% lived alone.

According to Cantor’s Hierarchical Compensatory The-
ory of Social Support, the network fragility of older PWH 
can drive their formal service use [9]. Thus older PWH 
may seek home and community-based care services [18]. 

In sub-Saharan African countries, PWH can receive 
medical care at home, and community-based care vol-
unteers and home-based caregivers provide daily care 
and primary care [19]. In Australia, PWH could access 
to specialist government-funded services through the 
Community HIV Nursing Program [20]. The types of ser-
vices or support included health monitoring, medication 
management, care coordination, mental health support, 
financial/housing support and so on. Many PWH have 
received community HIV nursing services for 2 to 13 
years. In British Columbia (BC), Canada, the government 
has established a publicly funded home and community-
based care (HCC) system, which has provided formal 
support services such as home support, community-
based care, community rehabilitation and residential care 
for 15% of older PWH [ 21]. However, due to public fund-
ing cuts in HCC home support services, access to home 
support for seniors in BC has decreased by 30% between 
2001 and 2016.

The stigma of HIV has left older PWH with limited tra-
ditional support networks, making them more reliant on 
formal care providers and hence the need for long-term 
care services for this group [11, 22]. Nursing homes are 
a key component of the continuum of long-term care 
available to people with HIV disease, providing a cost-
effective alternative for PWH who can no longer receive 
appropriate care from home and community-based ser-
vices [23]. However, older PWH were not well-accepted 
by nursing homes. A survey of 53 nursing homes in 
France [15] found that nursing home physicians and staff 
were not yet ready to face the admission of PWH, and 
only four physicians had admitted PWH to their nurs-
ing home. From 1989 to 2000, several surveys on nurs-
ing home staff were conducted in the US. Studies [24, 25] 
found that managers were less willing to accept PWH, 
and nursing homes tended to avoid the issue of PWH 
admission. With the continuous improvement of policies 
and laws in the United States, the acceptance of PWH 
in nursing homes was improved A study [26] found that 
between 2001 and 2010 in the US, the prevalence of HIV 
in nursing homes increased from 0.7 to 1.2% with a 71% 
increase, and 92493 (1%) of residents had HIV. In China, 
old age care service institutions do not admit patients 
with infectious diseases (including PWH). Before enter-
ing the nursing home, older people were required to 
undergo physical examination. Once infectious diseases 
are found, most nursing homes will refuse older people.

Old-age care is an important livelihood issue. At pres-
ent, there are few studies about care preference among 
older PWH are few. Older PWH are a special group of 
older people whose old-age care is not only about social 
security, but also about public health. Therefore, the aim 
of this study was to investigate the care preference of 
older PWH and identify its influencing factors to provide 
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a reference point for the relevant departments to improve 
the pension service security system. This study, from the 
perspective of the care needs and preferences of older 
PWH, can raise the attention of the public, organizations 
and society to the problem of older PWH. The results of 
the study can be used as a reference for similar regions 
and provide data support and suggestion references for 
the government to solve the problem of old-age care for 
this group, to improve their quality of life.

Methods
Study design and setting
This was a cross-sectional study. PWH usually received 
ART follow-up management in the designated medi-
cal and health institutions. Therefore, all participants in 
this study received HIV antiretroviral therapy. Most of 
the health care facilities for HIV follow-up management 
will specify the time when medical check-ups and free 
antiretroviral treatment medication can be received, and 
PWH should receive their follow-up management at the 
specified time and place. The CDC is the superior institu-
tion that manage these HIV follow up medical facilities 
and we obtained consent from the CDC prior to entering 
these facilities.

Measures
(1) Socio-demographic characteristics: including individ-
ual situation (gender, age, education, household registra-
tion); family situation (marriage, self-house, number of 
children, etc.); economic situation (family economic sta-
bility, personal income, endowment insurance, etc.); and 
disease situation (length of diagnosis, chronic diseases, 
self-rated health, and HIV disclosure).

(2) Care willingness and preference: This was measured 
by two questions: “Which of the following old-age care 
models can you accept?” (multiple choices); and “Which 
old-age care models do you prefer?” (single choice). Both 
questions have five options (home-based care, commu-
nity-based care, institutional care, mutual-aid care and 
self-care). Home-based care refers to the traditional 
Chinese care model in which old-age care was provided 
by children or family members. Community-based care 
means that communities provide older people with 
door-to-door services, community center services and 
so on. Institutional care refers to a socialized care model 
in which old age care institutions provide care services. 
Mutual-aid care refers to the mutual assistance between 
older people and other volunteers. Self-care refers to 
older people mainly relying on themselves economically, 
in life and in spirit.

(3) Social support: The social support scale developed 
by Chinese scholar Xiao [27] was used to measure the 
social support of older PWH and to explore the impact 
of social support on care preference. It has 10 items, 

including three dimensions, namely subjective support 
(score 1–22), objective support (score 8–32) and use of 
social support (score 3–12). The scale is widely used and 
has good reliability. The Cronbach’s α coefficient of this 
original scale is 0.815. The total score of social support 
ranges from 12 to 66. A higher score indicates a higher 
level of social support. Low-level social support scores 
ranged from 12 to 22, medium-level social support scores 
ranged from 23 to 44, and high-level social support 
scores ranged from 45 to 66.

(4) HIV stigma: The Simplified Berger HIV Stigma 
Scale [28] was used to measure the internalized stigma of 
older PWH and to explore the impact of disease stigma 
on care preference. The scale was derived from the 
Berger HIV Stigma Scale. Scholars from Peking Univer-
sity in China simplified the Berger scale and tested the 
reliability and validity of the SBHSS in 587 HIV-infected 
patients. The scale has basic reliability and validity and 
the Cronbach’s α coefficient of the original scale was 
0.78. The scale has 15 items, including four dimensions of 
“rejection of infected persons, negative self-impression, 
fear of identity exposure and harm for identity exposure”. 
Each item has two options: “Yes” and “No”. One point was 
given for “Yes” and 0 points for “No”. The total score of 
HIV stigma was 15 points, and the higher the score was, 
the higher the stigma was. According to scores of 0, 1 to 
5, 6 to 10 and 11 to 15, HIV stigma was classified into 
four categories: none; mild; moderate; and severe.

Participants
The sample size is calculated as a rule of thumb. A good 
general rule of thumb for factor analysis is 300 cases [29]. 
Samples were obtained by convenience sampling. In this 
study, we collected 319 valid samples. The inclusion cri-
teria of this study were as follows: (1) HIV-positive; (2) 
aged ≥ 50 years; (3) clear consciousness (without known 
significant cognitive impairment, such as dementia); (4) 
the ability to communicate well; and (5) informed con-
sent and voluntary participation in the study.

Data collection
We designed a questionnaire for older PWH based on lit-
erature research and expert consultation. We invited five 
experts engaged in geriatric research or AIDS research 
to conduct questionnaire consultation. A preliminary 
investigation was conducted before the formal investiga-
tion. According to the problems existing in the prelimi-
nary survey, the questionnaire was improved and revised 
to form the final formal questionnaire. A presurvey of 29 
older PWH was conducted to assess the level of under-
standing of the content of the questionnaire and to test 
the feasibility of the study methodology [30]. We found 
that older PWH have some preferences for self-care 
and a high level of HIV stigma, and there is a need to 
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use the local dialect for the articulation of some issues. 
Therefore, based on the presurvey, we added self-care to 
the preferences for old-age care modes, added an AIDS 
stigma scale, and elaborated and supplemented the defi-
nitions of care modes in more detail, so that respondents 
could understand the content of the survey. In the survey, 
we used dialects to explain our questions.

Considering the specificity of AIDS, convenience 
sampling was adopted for this study. Interested or will-
ing participants were invited to participate in this study. 
From May to November 2021, the study was conducted 
among older PWH aged 50 and above in the designated 
medical and health institutions in Luzhou, China. During 
data collection, we recruited participants on site with the 
help of the heads of these facilities. The content, purpose, 
and significance of the study were explained to the study 
participants before the survey, and their informed con-
sent was obtained. A Chinese paper-based questionnaire 
was used to collect information from older people living 
with HIV by trained investigators (they were mainly team 
members of this study). Those who had a high level of 
education and could understand the content of the ques-
tionnaire were asked to self-filled questionnaire. If the 
participants do not understand the questions, our inves-
tigators provided them with explanations. Those with low 
education and those unable to fill in the questionnaire 
were filled out by investigator interview. After the survey 
was completed, the questionnaires were collected on the 
spot and checked in a timely manner, and any question-
naires that did not meet the requirements were imme-
diately verified with the respondents and supplemented. 
A total of 340 questionnaires were distributed. After 
excluding invalid questionnaires, 319 valid question-
naires were obtained, and the effective recovery rate was 
93.8%.

Statistical analysis
Data were analysed using SPSS 21.0. The continuous 
variables were subject to normal distribution using the 
mean and standard deviation (SD). Categorical variables 
were statistically described by frequency (percentage). 
According to the differences in the main sources of social 
support for the care of older people, old age care mod-
els were divided into three main categories (home-based 
care, self-care, and socialized care). According to Chinese 
scholars [31], socialized old-age care is defined as a form 
of old-age care that is differentiated from traditional fam-
ily care and is guaranteed by a social system and social 
channels. Therefore, socialized care includes institutional 
care, community-based care, and mutual-aid care. The 
dependent variable was the three categories of old-age 
care preferences (home-based care, self-care and social-
ized care). First, univariate analysis (Chi-square test and 
Fisher’s exact probability method) was used to assess the 

influencing factors of care model preference. Then the 
variables with statistical significance in univariate analy-
sis were included in a multivariate analysis (multinomial 
logistic regression). Education level, number of chil-
dren, monthly personal income, family economic stabil-
ity, length of diagnosis, self-rated health, social support 
level, and degree of HIV stigma were used as continuous 
variables in the statistical analysis. Other independent 
measures were used as categorical variables. Multino-
mial logistic regression includes two models. In Model 1, 
self-care was compared with home-based care. In model 
2, socialized care was compared with home-based care; 
P < .05 was considered statistically significant.

Results
Characteristics of the respondents
Table 1 presents the demographic information of the par-
ticipants. There were 319 participants with a mean age 
of 64.59 (SD ± 8.69 years). Participants in this study were 
between 50 and 86 years old. Participants were predomi-
nantly male (73.0%). Primary education or less accounted 
for the largest proportion. Most participants were rural 
household registration holders and married. Most par-
ticipants had their own house and one or more children. 
One-third lived alone. Regarding the economy, more 
than one-third (37.6%) had a monthly income of less than 
RMB 1,000, and only 7.8% had a monthly income of more 
than RMB 4,000. Most of the participants (62.1%) had 
pension insurance. The proportion of people who had 
been diagnosed for 1–3 years was 45.1%. More than one-
fifth had been diagnosed for more than 5 years. In terms 
of disease notification, There was a high proportion of 
participants (77.7%) informed their families and friends. 
More details are provided in Table 1.

Social support and HIV stigma of respondents
According to the total score of social support (Table 2), 
low level of social support accounted for 21.0% (67/319), 
a medium level of social support accounted for 78.1% 
(249/319), and a high level of social support accounted 
for only 0.9% (3/319). From the perspective of HIV 
stigma (Table 3), most participants had different degrees 
of HIV stigma. No, mild, moderate and severe perceived 
stigma accounted for 0.3% (1/319), 13.2% (42/319), 37.9% 
(121/319) and 48.6% (155/319), respectively. That is, 
only 0.3% (1/319) had no HIV stigma. A total of 13.2% 
(42/319) of older PWH had mild HIV stigma, while 
many older PWH (121/319, 37.9%) had moderate disease 
stigma. Nearly half of older PWH (155/319, 48.6%) had 
severe HIV stigma.

Acceptable and preferred care models
Table  4 presents the acceptable and preferred care 
models of the participants. In terms of acceptable care 
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Table 1 General characteristics of respondents (n = 319)
Variable Groups Frequency

(n)
Percent
(%)

Sex Male 233 73.0
Female 86 27.0

Age (years) 50–59 105 32.9
60–69 116 36.4
70–79 85 26.6
≥ 80 13 4.1

Education Primary school and below 212 66.5
Junior high school 76 23.8
Senior high school 24 7.5
Junior college and above 7 2.2

Household registration Urban 130 40.8
Rural 189 59.2

Marital status Married 202 63.3
Divorced or widowed 104 32.6
Unmarried 13 4.1

Whether living alone Yes 107 33.5
No 212 66.5

whether having self-house Yes 270 84.6
No 49 15.4

Number of children 0 18 5.6
1 142 44.5
2 116 36.4
3 28 8.8
4 6 1.9
5 9 2.8

Family economic stability Very unstable 24 7.5
unstable 60 18.8
general 90 28.2
stable 89 27.9
very stable 56 17.6

Personal monthly income (RMB) <1000 120 37.6
1001–2000 89 27.9
2001–3000 44 13.8
3001–4000 41 12.9
>4000 25 7.8

Endowment insurance Have 198 62.1
Not have 121 37.9

Monthly income and expenditure Insufficient 171 53.6
Balance 87 27.3
Surplus 61 19.1

Length of diagnosis (years) <1 62 19.4
1–3 144 45.1
3–5 43 13.5
>5 70 21.9

Number of chronic diseases 0 14 4.4
1–3 143 44.8
≥ 4 151 47.3

Self-rated health Very poor 11 3.4
Poor 47 14.7
Fair 89 27.9
Good 109 34.2
Very good 63 19.7

Whether informing friends and family of the condition Yes 248 77.7
No 71 22.3
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models, the majority of older PWH chose home-based 
care (282/319, 88.4%). The number of people who could 
accept self-care was 88, accounting for 27.6% (88/319). 
Community-based care accounted for 26.0% (83/319), 

institutional care accounted for 20.7% (66/319), and 
mutual-aid care accounted for 11.9% (38/319). In terms 
of the preferred care model, the majority of older PWH 
preferred home-based care (232/319, 72.7%). Self-
care ranked second among the preferred care models, 
accounting for 15.7% (50/319). Few people preferred 
community-based care (17/319, 5.3%), institutional 
care (16/319, 5.0%) and mutual-aid care (4/319, 1.3%), 
accounting for a low proportion.

Factors affecting care preference among older PWH
The results of the univariate analysis showed that literacy 
level, presence of a spouse, household registration, liv-
ing alone or not, number of children, housing situation, 
monthly personal income, and level of HIV stigma had a 
statistically significant effect on the choice of preference 
for the mode of old-age care (p < .05). Then, the vari-
ables with statistical significance in univariate analysis 
were included in multinomial logistic regression. Table 5 

Table 2 Level of social support
Social support level Score range Frequency (n) Percent (%)
Low ≤ 22 67 21.0
Medium 23–44 249 78.1
High > 45 3 0.9
Note: The total score of social support ranges from 12 and 66

Table 3 Degree of HIV stigma
Degree of HIV stigma Score range Frequency (n) Percent (%)
No 0 1 0.3
Mild 1–5 42 13.2
moderate 6–10 121 37.9
Severe 11–15 155 48.6
Note: The total score of HIV stigma ranges from 0 and 15

Table 4 Acceptable and preferred care models of participants
Groups Frequency (n) Percent (%)

Acceptable care models (multiple options) home-based care 282 88.4
self-care 88 27.6
community-based care 83 26.0
institutional care 66 20.7
mutual-aid care 38 11.9

Preferred care model (single option) home-based care 232 72.7
self-care 50 15.7
community-based care 17 5.3
institutional care 16 5.0
mutual-aid care 4 1.3

Table 5 Multinomial logistic regression analysis of care model preference
Variables Model 1 Model 2

OR (95% CI) P OR (95% CI) P
Having a spouse
No R R
Yes 1.80 (0.76–4.23) 0.180 0.29 (0.12–0.68) 0.004
Household registration
Rural R R
Urban 1.76 (0.82–3.79) 0.149 1.28 (0.55–2.97) 0.567
Living alone
No R R
Yes 3.66 (1.62–8.26) 0.002 0.82 (0.35–1.96) 0.669
Having own house
No R R
Yes 0.38 (0.16–0.91) 0.029 0.41 (0.16–1.03) 0.058
Education 1.28 (0.79–2.06) 0.317 1.26 (0.73–2.21) 0.402
Number of children 0.90 (0.58–1.38) 0.633 0.44 (0.27–0.72) 0.001
Monthly income 1.37 (1.02–1.85) 0.039 1.17 (0.83–1.64) 0.370
Degree of HIV stigma 2.59 (1.40–4.80) 0.002 0.82 (0.48–1.40) 0.459
R2Nagelkerke 0.29
Note: R2 Nagelkerke is one type of pseudo R2 used as goodness-of-fit measure

CI = confidence interval; OR = odds ratio; R = reference category
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shows the results of multivariate analysis. The total vari-
ance explained was 29%. The models were statistically 
significant (p < .05). Model 1 shows the comparison 
between self-care and home-based care. According to 
model 1, older PWH who lived alone preferred to choose 
self-care, and people who did not live alone were prone 
to choose home-based care. Compared with those who 
did not have their own house, older PWH with their 
own house were more likely to choose home-based care. 
In terms of monthly income, older PWH with higher 
income had higher willingness to choose self-care. 
Older PWH with a higher degree of HIV stigma tended 
to choose self-care. Model 2 presented the comparison 
between socialized care and home-based care. According 
to model 2, older PWH with a spouse were more willing 
to choose home-based care than those without a spouse. 
The number of children is a positive predictor of home-
based care. Older PWH with more children had a prefer-
ence for home-based care.

Discussion
Older PWH had the largest preference for home-based 
care. The preference for socialized care models (commu-
nity-based care, institutional care and mutual-aid care) 
was relatively low. According to Cantor’s Hierarchical 
Compensatory Theory of Social Support [9], when older 
people need assistance, they usually turn to their spouses, 
children and other family members first. When family 
support is difficult to obtain, they turn to other informal 
support such as friends and neighbors. When this infor-
mal support is not available or the capacity of informal 
caregivers cannot meet their needs, they may turn to 
formal social care services such as institutional care and 
community-based care. Influenced by traditional Confu-
cian culture, Chinese families mainly rely on intergen-
erational support to meet the care needs of older people 
[32, 33]. Hence the traditional home-based care occupies 
a dominant position in the pension security. One study 
[34] found that the choice of care model was affected by 
the fact and cost of pension, and older people were more 
willing to choose the care model with lower cost (such 
as home-based care). Home-based care is a traditional 
model in China, with high social identity and wide fact 
distribution. Older people can receive emotional support 
from their children and family members through home-
based care. In response, social family structures should 
be strengthened in terms of legal protection, policy sup-
port and ideological foundations to urge children to fulfil 
their maintenance obligations.

In this study, self-care ranked second in the prefer-
ence needs of care model, and a relatively large number 
of older PWH could accept self-care. Many older people 
had a desire to maintain independence [35]. Despite the 
availability of family support, older people seem to prefer 

to solve problems by themselves in order to avoid being 
a burden [36]. One study [37] found that older people’s 
willingness of care has obvious characteristics of inde-
pendence and their identification with self-care has 
increased significantly, with the proportion rising from 
0.11% to 1998 to 40.17% in 2017. After being diagnosed, 
many older PWH developed varying degrees of HIV 
stigma. They desire for independence and self-reliance 
[38]. From the perspective of the whole society, due to 
the reduction in family size, the acceleration of urbaniza-
tion and increased labour mobility, the traditional Chi-
nese home-based care function is weakening [39]. From 
the perspective of the disease, some older PWH suffered 
family discrimination from their spouses and children, 
and they were forced to live alone by being separated 
from their families [13, 14].

Older PWH had low acceptance and preference for 
community-based care, institutional care and mutual 
care, which is consistent with the willingness of ordinary 
older people [40, 41]. On the one hand, the cost of com-
munity-based care and institutional care is higher [42]. 
Most older PWH were from rural areas and had poor 
economic conditions, which made it difficult for them 
to afford the fees. According to Hierarchical Compensa-
tory Theory of Social Support, older PWH may prefer 
home-based care when their children can provide care 
for them. It is only when home-based care is not avail-
able that older PWH will turn to socialized care services. 
Most older PWH had one or more children. There-
fore, community-based and institutional care were not 
their first choice. The number of older PWH who chose 
mutual-aid care was few, which may be influenced by 
social participation and cognition [43]. That is, the lower 
the level of social participation, the lower the willingness 
to choose mutual-aid care. One study [29] indicated that 
older people who were willing to accept other people’s 
help had higher mutual-support needs. Mutual-aid care 
is a process of social interaction that requires communi-
cation and interaction. HIV stigma may affect the social 
integration of older PWH [44]. Older PWH were likely to 
suffer from social isolation as a result of less social par-
ticipation and shrinking social networks [45]. In addi-
tion, as a new type of old-age care, older people generally 
lack knowledge about mutual-aid care [29]. Although the 
number of people choosing socialized old age care is rela-
tively small, social development still requires diversified 
old age care to meet individualized old age needs. Hence 
the government can explore the AIDS medical and nurs-
ing care model or build nursing homes for infectious dis-
eases to meet the institutional care needs of older PWH. 
Furthermore, based on the insufficiency of existing old 
age care resources and the demand for mutual-aid care 
of older PWH, the government can mobilize the social 
resources to explore a mutual-aid care model suitable for 
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this group, and to solve the problem of old age care and 
security services for older PWH who are economically 
disadvantaged and living alone/empty nesting.

Our results showed that older PWH with a house, 
spouse and more children preferred home-based care. 
House is the material guarantee of living. One study 
indicated that older people who owned house property 
were more likely to choose home-based care [46]. Older 
people may prefer to stay in familiar homes and receive 
home-based care. Older married people were likely to 
rely on each other for support in their old care life which 
made them prefer home-based care. Studies [46, 47] 
pointed out that older people who had children preferred 
home-based care. Older people have lower income and 
depend more on their children. Raising children is a kind 
of old age care strategy in Chinese traditional culture. 
Support from children is the most important old-age 
security for most older people. Chinese Confucianism 
emphasizes that it is the responsibility and obligation of 
children to take care of their older parents [32, 33]. For 
older PWH, HIV infection is a major life change and 
blows to their later lives. They need the understanding, 
care and support from their partners, children and other 
family members. Therefore, it is necessary to consolidate 
and strengthen the function of the family in providing for 
older people, to carry out anti-discrimination interven-
tions in the family, to reduce external discrimination, to 
urge children to fulfil their obligations of support, and to 
satisfy their home-based care needs.

We found that older PWH living alone, having higher 
personal monthly income and having higher HIV stigma 
were more likely to choose self-care. Older PWH, who 
lived alone, may suffer discrimination from family which 
led to low family support. Those older PWH actively or 
passively adapted to self-care and self-management in liv-
ing alone, and their life independence is relatively strong. 
The higher the monthly income is, the better the eco-
nomic independence and the more in line with the self-
care model of “economic self-reliance”. ART helps older 
PWH maintain relatively healthy physical functions and 
they can take care of themselves well without other help. 
Due to the influence of HIV stigma, sexual shame, age 
discrimination and other factors [48, 49], older PWH are 
usually socially isolated and report heavy intrinsic HIV 
stigma [44]. People who were isolated had lower levels of 
assistance and lower perceptions of support availability 
and adequacy [14]. Self-care may be a strategy adopted by 
older PWH to cope with social discrimination. Based on 
the tendency of older PWH to self-care, the government 
could provide employment services for older PWH who 
are willing to work, create more re-employment jobs, 
enhance their economic self-reliance, and promote their 
participation in social activities, so as to enable them to 
resume their normal social life.

Strengths and limitations
This study used a cross-sectional design, so causal infer-
ences cannot be obtained. Due to limited time and 
resources, the data were collected at one city in China, 
so the representativeness of the study was limited. In 
the future, multi-center large-scale research can be con-
ducted in conjunction with other institutions. This study 
lacked a theoretical or conceptual framework. Question-
naires were collected by self-reporting, so it is possible 
to report recall bias, especially social desirability bias, 
in that participants may report results based on social 
expectations rather than their actual thoughts. Despite 
these limitations, our work is novel, as it may be the first 
study to examine the preference for different care models 
among older PWH.

Conclusions
Older PWH were more inclined to choose home-based 
care. Self-care ranked second among the preferred care 
models. The number of those willing to receive insti-
tutional care, community-based care and mutual-aid 
care accounted for a relatively large proportion, but few 
people preferred these models. Having a house, a spouse 
and number of children were associated with preference 
for home-based care. Living alone, monthly income and 
HIV stigma were associated with preference for self-
care. China should incorporate older PWH care into the 
national social security system and measures should be 
taken to allocate the old-age resources reasonably to bet-
ter meet the care needs of older PWH. More attention 
should be given to reducing internalized HIV stigma, 
strengthening social support, exploring diversified aging 
care models and improving quality of life.
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