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Service Category Definition - DSHS State Services Grant 
September 1, 2017 - August 31, 2018 

 
Local Service Category: Mental Health Services 
Amount Available: To be determined 
Unit Cost  
Budget Requirements or 
Restrictions (TRG Only): 

Maximum of 10% of budget for Administrative Cost. 

DSHS Service Category 
Definition 

Mental Health Services include psychological and psychiatric treatment and 
counseling services offered to individuals with a diagnosed mental illness, 
conducted in a group or individual setting, based on a detailed treatment plan, 
and provided by a mental health professional licensed or authorized within the 
State to provide such services, typically including psychiatrists, psychologists, 
and licensed clinical social workers. 
 
Mental health counseling services includes outpatient mental health therapy and 
counseling (individual and family) provided solely by Mental Health 
Practitioners licensed in the State of Texas. 
Mental health services include: 
• Mental Health Assessment 
• Treatment Planning 
• Treatment Provision 
• Individual psychotherapy 
• Family psychotherapy 
• Conjoint psychotherapy 
• Group psychotherapy 
• Psychiatric medication assessment, prescription and monitoring 
• Psychotropic medication management 
• Drop-In Psychotherapy Groups 
• Emergency/Crisis Intervention 
 

General mental health therapy, counseling and short-term (based on the mental 
health professionals judgment) bereavement support is available for family 
members or significant others of people living with HIV. 

Local Service Category 
Definition: 

Individual Therapy/counseling is defined as 1:1 or family-based crisis 
intervention and/or mental health therapy provided by a licensed mental health 
practitioner to an eligible person living with HIV. 
 
Support Groups are defined as professionally led (licensed therapists or 
counselor) groups that comprise people living with HIV, family members, or 
significant others for the purpose of providing emotional support directly related 
to the stress of caring for people living with HIV.  

Target Population (age, 
gender, geographic, race, 
ethnicity, etc.): 

People living with HIV and affected individuals living within the Houston HIV 
Service Delivery Area (HSDA). 

Services to be Provided: Agencies are encouraged to have available to clients all modes of counseling 
services, i.e., crisis, individual, family, and group.  Sessions may be conducted 
in-home.   Agency must provide professional support group sessions led by a 
licensed counselor. 

Service Unit Definition(s) 
(TRG Only):  
 

Individual and Family Crisis Intervention and Therapy: 
A unit of service is defined as an individual counseling session lasting a 
minimum of 45 minutes. 
 
Group Therapy: 
A unit of service is defined as one (1) eligible client attending 90 minutes of 
group therapy.  The minimum time allowable for a single group session is 90 
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minutes and maximum time allowable for a single group session is 120 minutes. 
No more than one unit may be billed per session for an individual or group 
session. 
 
A minimum of three (3) clients must attend a group session in order for the 
group session to eligible for reimbursement. 
 
Consultation: 
One unit of service is defined as 15 minutes of communication with a medical or 
other appropriate provider to ensure case coordination. 

Financial Eligibility: Income at or below 300% Federal Poverty Guidelines. 
Client Eligibility: For individual therapy session, person living with HIV or the affected significant 

other of an person living with HIV, resident of Houston HSDA. 

Person living with HIV must have a current DSM diagnosis eligible for 
reimbursement under the State Medicaid Plan. 
 
Client must not be eligible for services from other programs or providers (i.e. 
MHMRA of Harris County) or any other reimbursement source (i.e. Medicaid, 
Medicare, Private Insurance) unless the client is in crisis and cannot be provided 
immediate services from the other programs/providers.  In this case, clients may 
be provided services, as long as the client applies for the other programs 
/providers, until the other programs/providers can take over services. 
 
Medicaid/Medicare, Third Party Payer and Private Pay status of clients receiving 
services under this grant must be verified by the provider prior to requesting 
reimbursement under this grant. For support group sessions, client must be either 
a person living with HIV or the significant other of person living with HIV. 
Affected significant other is eligible for services only related to the stress of 
caring for an person living with HIV.  

Agency Requirements 
(TRG Only): 

Agency must provide assurance that the mental health practitioner shall be 
supervised by a licensed therapist qualified by the State to provide clinical 
supervision.  This supervision should be documented through supervision notes. 
Keep attendance records for group sessions. 
 
Must provide 24-hour access to a licensed counselor for current clients with 
emotional emergencies. 
 
Clients eligible for Medicaid or 3rd party payer reimbursement may not be billed 
to grant funds.  Medicare Co-payments may be billed to the contract as ½ unit of 
service. 
 
Documentation of at least one therapist certified by Medicaid/Medicare on the 
staff of the agency must be provided in the proposal.  All funded agencies must 
maintain the capability to serve and seek reimbursement from 
Medicaid/Medicare throughout the term of their contract.  Potential clients who 
are Medicaid/ Medicare eligible may not be denied services by a funded agency 
based on their reimbursement status (Medicaid/Medicare eligible clients may not 
be referred elsewhere in order that non-Medicaid/Medicare eligible clients may 
be added to this grant).  Failure to serve Medicaid/Medicare eligible clients 
based on their reimbursement status will be grounds for the immediate 
termination of the provider’s contract. 
 
Must comply with the State Services Standards of Care. 
 
Must provide a plan for establishing criteria for prioritizing participation in 
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group sessions and for termination from group participation. 
 
Providers and system must be Medicaid/Medicare certified to ensure that Ryan 
White funds are the payer of last resort. 

Staff Requirements: It is required that counselors have the following qualifications: 
Licensed Mental Health Practitioner by the State of Texas (LCSW, LMSW, LPC 
PhD, Psychologist, or LMFT). 
 
At least two years experience working with HIV disease or two years work 
experience with chronic care of a catastrophic illness. 
 
Counselors providing family sessions must have at least two years experience in 
family therapy. 
 
Counselors must be covered by professional liability insurance with limits of at 
least $300,000 per occurrence. 

Special Requirements 
(TRG Only): 

All mental health interventions must be based on proven clinical methods and in 
accordance with legal and ethical standards. The importance of maintaining 
confidentiality is of critical importance and cannot be overstated unless 
otherwise indicated based on Federal, state and local laws and guidelines (i.e. 
abuse, self or other harm). All programs must comply with the Health Insurance 
Portability and Accountability Act (HIPAA) standards for privacy practices of 
protected health information (PHI) information. 
 
Medicare and private insurance co-payments are eligible for reimbursement 
under this grant (in this situation the agency will be reimbursed the client’s co-
payment only, not the cost of the session which must be billed to Medicare 
and/or the Third party payer).  Extensions will be addressed on an individual 
basis when meeting the criteria of counseling directly related to HIV illness.  
Under no circumstances will the agency be reimbursed more than two (2) units 
of individual therapy per client in any single 24-hour period. 
 
Agency should develop services that focus on the Special Populations identified 
in the 2012 Houston Area Comprehensive Plan for HIV Prevention and Care 
Services including Adolescents, Homeless, Incarcerated & Recently Released 
(IRR), Injection Drug Users (IDU), Men who Have Sex with Men (MSM), and 
Transgender populations.  Additionally, services should focus on increasing 
access for individuals living in rural counties. 
 
Must comply with the Houston EMA/HSDA Standards of Care. 
The agency must comply with the DSHS Mental Health Services Standards of 
Care.  The agency must have policies and procedures in place that comply with 
the standards prior to delivery of the service. 
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FY 2019 RWPC “How to Best Meet the Need” Decision Process 
Step in Process: Council  

Date: 06/14/18 
Recommendations: Approved:  Y_____  No: ______ 

Approved With Changes:______ 
If approved with changes list 
changes below: 

1. 

2. 

3. 

Step in Process: Steering Committee  

 Date: 06/07/18 
Recommendations: Approved:  Y_____  No: ______ 

Approved With Changes:______ 
If approved with changes list 
changes below: 

1. 

2. 

3. 

Step in Process: Quality Improvement Committee  

Date: 05/15/18 
Recommendations: Approved:  Y_____  No: ______ 

Approved With Changes:______ 
If approved with changes list 
changes below: 

1. 

2. 

3. 

Step in Process: HTBMN Workgroup  

Date:  04/24/18 
Recommendations: Financial Eligibility: 
1. 

2.  

3. 
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MENTAL HEALTH SERVICES 
 

Mental health services, also referred to as professional mental health counseling, provides psychological counseling services 
for persons living with HIV  (PLWH) who have a diagnosed mental illness.  This includes group or individual 
counseling by a licensed mental health professional in accordance with state licensing guidelines. 
 

(Graph 1) In the 2016 Houston HIV Care 
Services Needs Assessment, 53% of 
participants indicated a need for mental health 
services in the past 12 months. 46% reported 
the service was easy to access, and 6% 
reported difficulty. 7% stated that they did not 
know the service was available. 
 
(Table 1) When barriers to mental health services 
were reported, the most common barrier types 
were administrative (25%) and wait-related 
barriers (25%). Administrative barriers 
reported include hours of operation, complex 
processes, and staff changes without 
notification to the client. Wait-related barriers 
reported include placement on a waitlist.  

 

(Table 2 and Table 3) Need and access to services can be 
analyzed for needs assessment participants according to 
demographic and other characteristics, revealing the presence 
of any potential disparities in access to services.  For mental 
health services, this analysis shows the following:  
 More females than males found the service accessible. 
 More other/multiracial PLWH found the service accessible 

than other race/ethnicities. 
 More PLWH age 18 to24 found the service accessible than 

other age groups. 
 In addition, more rural and unstably housed PLWH found 

the service difficult to access when compared to all 
participants. 
 
 

 
 
    
 
  

TABLE 1-Top 5 Reported Barrier Types for 
Mental Health Services, 2016 

No. % 

1. Administrative (AD) 6 25% 

2. Wait (W) 6 25% 

3. Health Insurance Coverage (I) 2 8% 

4. Interactions with Staff (S) 2 8% 

5. Resource Availability (R) 2 8% 

GRAPH 1-Mental Health Services, 2016 
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TABLE 2-Mental Health Services, by Demographic Categories, 2016 

Sex Race/ethnicity Age 

Experience with the Service  Male Female White Black Hispanic Other 18-24 25-49 50+ 

Did not know about service 8% 6% 4% 8% 9% 0% 13% 8% 6% 

Did not need service 40% 39% 29% 41% 47% 40% 33% 39% 43% 

Needed, easy to access 46% 48% 57% 45% 39% 60% 54% 47% 44% 

Needed, difficult to access 6% 8% 10% 6% 5% 0% 0% 6% 7% 

TABLE 3-Mental Health Services, by Selected Special Populations, 2016 

Experience with the Service  
Unstably
Houseda MSMb

Out of
Carec

Recently 
Releasedd Rurale Transgenderf

Did not know about service 11% 5% 0% 3% 0% 14% 

Did not need service 25% 37% 50% 22% 50% 18% 

Needed, easy to access 53% 51% 50% 69% 35% 68% 

Needed, difficult to access 10% 6% 0% 6% 15% 0% 
aPersons reporting housing instability  bMen who have sex with men  cPersons with no evidence of HIV care for 12  mo.    
dPersons released from incarceration in the past 12 mo. eNon-Houston/Harris County residents   fPersons with discordant sex assigned at birth and current gender 
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PREFACE 

DSHS Monitoring Requirements 
The Texas Department of State Health Services (DSHS) contracts with The Houston Regional 
HIV/AIDS Resource Group, Inc. (TRG) to ensure that Ryan White Part B and State of Texas 
HIV Services funding is utilized to provide in accordance to negotiated Priorities and Allocations 
for the designated Health Service Delivery Area (HSDA).  In Houston, the HDSA is a ten-county 
area including the following counties: Austin, Chambers, Colorado, Fort Bend, Harris, Liberty, 
Montgomery, Walker, Waller, and Wharton.  As part of its General Provisions for Grant 
Agreements, DSHS also requires that TRG ensures that all Subgrantees comply with statutes and 
rules, perform client financial assessments, and delivery service in a manner consistent with 
established protocols and standards. 

As part of those requirements, TRG is required to perform annual quality compliance reviews on 
all Subgrantees.  Quality Compliance Reviews focus on issues of administrative, clinical, 
consumer involvement, data management, fiscal, programmatic and quality management nature.  
Administrative review examines Subgrantee operating systems including, but not limited to, non-
discrimination, personnel management and Board of Directors.  Clinical review includes review 
of clinical service provision in the framework of established protocols, procedures, standards and 
guidelines.   Consumer involvement review examines the Subgrantee’s frame work for gather 
client feedback and resolving client problems.  Data management review examines the 
Subgrantee’s collection of required data elements, service encounter data, and supporting 
documentation.  Fiscal review examines the documentation to support billed units as well as the 
Subgrantee’s fiscal management and control systems.  Programmatic review examines non-
clinical service provision in the framework of established protocols, procedures, standards and 
guidelines.  Quality management review ensures that each Subgrantee has systems in place to 
address the mandate for a continuous quality management program. 

QM Component of Monitoring 
As a result of quality compliance reviews, the Subgrantee receives a list of findings that must be 
address.  The Subgrantee is required to submit an improvement plan to bring the area of the 
finding into compliance.  This plan is monitored as part of the Subgrantee’s overall quality 
management monitoring.  Additional follow-up reviews may occur (depending on the nature of 
the finding) to ensure that the improvement plan is being effectively implemented. 

Scope of Funding 
TRG contracts with one Subgrantee to provide hospice services in the Houston HSDA.   

Combined Packet 26/37
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INTRODUCTION 

Description of Service 
Mental Health Services are treatment and counseling services offered to individuals with a 
diagnosed mental illness, conducted in a group or individual setting, and provided by a mental 
health professional licensed or authorized within the State to render such services. Individual 
Therapy/counseling is defined as 1:1 or family-based crisis intervention and/or mental health 
therapy provided by a licensed mental health practitioner to an eligible HIV positive or 
HIV/AIDS affected individual.  Support Groups are defined as professionally led (licensed 
therapists or counselor) groups that comprise HIV positive individuals, family members, or 
significant others for the purpose of providing emotional support directly related to the stress of 
caring for an HIV positive person. 

Tool Development 
The TRG Mental Health Services Tool is based upon established local standards of care. 

Chart Review Process 
All charts were reviewed by Bachelors-degree registered nurse experienced in treatment, 
management, and clinical operations in HIV of over 10 years.  The collected data for each site was 
recorded directly into a preformatted computerized database. The data collected during this process 
is to be used for service improvement.  

File Sample Selection Process 
Using the ARIES database, the file sample was created from a provider population of 293 who 
accessed mental health services in the measurement.  The records of 59 clients were reviewed, 
representing 20% of the unduplicated population.  The demographic makeup of the providers 
was used as a key to file sample pull. 

NOTES: DSHS changed the file sample percentage which will result in a lower number of files 
being reviewed in 2017.    

Combined Packet 27/37
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Demographics- Mental Health 

2016 Annual 2017 Annual 
Total UDC: 404 Total New: 137 Total UDC: 293 Total New: 104 

Age Number of 
Clients 

% of 
Total Age Number of 

Clients 
% of 
Total 

Client's age as of the end of the reporting 
period 

Client's age as of the end of the reporting 
period 

Less than 2 years 0 0.00% Less than 2 years 0 0.00% 
02 - 12 years 0 0.00% 02 - 12 years 0 0.00% 
13 - 24 years 11 2.72% 13 - 24 years 5 1.71% 
25 - 44 years 176 43.56% 25 - 44 years 116 39.59% 
45 - 64 years 200 49.50% 45 - 64 years 159 54.27% 

65 years or older 17 4.21% 65 years or older 13 4.44% 

Unknown 0 0.00% Unknown 0 0.00% 
404 100% 293 100% 

Gender Number of 
Clients 

% of 
Total Gender Number of 

Clients 
% of 
Total 

"Other" and "Refused" are counted as 
"Unknown" 

"Other" and "Refused" are counted as 
"Unknown" 

Female 43 10.64% Female 10 3.41% 
Male 354 87.62% Male 278 94.88% 

Transgender 
FTM 

0 0.00% 
Transgender 

FTM 
0 0.00% 

Transgender 
MTF 

7 1.73% 
Transgender 

MTF 
5 1.71% 

Unknown 0 0.00% Unknown 0 0.00% 
404 100% 293 100% 

Race/Ethnicity Number of 
Clients 

% of 
Total Race/Ethnicity Number of 

Clients 
% of 
Total 

Includes Multi-Racial Clients Includes Multi-Racial Clients 
White 157 38.86% White 131 44.71% 
Black 148 36.63% Black 94 32.08% 

Hispanic 75 18.56% Hispanic 67 22.87% 
Asian 23 5.69% Asian 1 0.34% 

Hawaiian/Pacific 
Islander 

1 0.25% 
Hawaiian/Pacific 

Islander 
0 0.00% 

Indian/Alaskan 
Native 

0 0.00% 
Indian/Alaskan 

Native 
0 0.00% 

Unknown 0 0.00% Unknown 0 0.00% 
404 100% 293 100% 

From 01/01/16 - 12/31/16 From 01/01/17 - 12/31/17 

Combined Packet 28/37
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RESULTS OF REVIEW 

Psychosocial Assessment 
Psychosocial Assessment completed no later than third counseling session. 

Yes No N/A 

Clients with assessment completed no later than the 3rd appt. 59 - - 
Client records reviewed that included in this measure. 59 - - 

Rate 100% - - 

Psychosocial Assessment: Required Elements 
Psychosocial Assessment included assessment of all elements in the Mental Health Standards. 

Yes No N/A 

Clients with assessment completed no later than the 3rd appt. 59 - - 
Client records reviewed that included in this measure. 59 - - 

Rate 100% - - 

Treatment Plan 
Treatment Plan completed no later than third counseling session. 

Yes No N/A 

Clients with treatment plans completed no later than the 3rd 
counseling session. 

52 - 7 

Client records reviewed that included in this measure. 52 - 59 
Rate 100% - 12% 

Treatment Plan: Signed by Therapist 
Treatment Plan was signed by the mental health professional who rendered service. 

Yes No N/A 

Clients with treatment plans signed by the mental health 
professional rendering service. 

52 - 7 

Client records reviewed that included in this measure. 52 - 59 
Rate 100% - 12% 

Treatment Plan: Reviewed/Modified  
Treatment Plan was reviewed and/modified at least every ninety (90) days. 

Yes No N/A 

Clients with treatment plans reviewed/modified every 90 days. 50 2 7 
Client records reviewed that included in this measure. 52 52 59 

Rate 96% 4% 12% 

Services Provided: Required Elements 
Treatment included counseling covering all elements outlined in the Mental Health Standards. 

Yes No N/A 

Combined Packet 29/37
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Clients who received counseling covering all elements. 59 - - 
Client records reviewed that included in this measure. 59 - - 

Rate 100% - - 

Services Provided: Psychiatric Evaluation 
Treatment included psychiatric evaluation was conducted/referral completed if needed. 

Yes No N/A 

Clients who psychiatric evaluation was conducted/referral 
completed if needed. 

1 - 58 

Client records reviewed that included in this measure. 59 - 59 
Rate 100% - - 

Services Provided: Psychiatric Medication  
Treatment included psychotropic medication management services, if needed. 

Yes No N/A 

Clients who documented psychotropic medication management 
service was provided if needed. 

- - 59 

Client records reviewed that included in this measure. 59 - 59 
Rate 0% - 100% 

Services Provided: Progress Notes 
Progress notes completed for each counseling session and contained all elements outlined in the 
Mental Health Standards. 

Yes No N/A 

Clients with progress notes complete and containing all 
elements. 

59 - - 

Client records reviewed that included in this measure. 59 - - 
Rate 100% - - 

Services Provided: Medical Care Coordination 
Evidence that care was coordinated as appropriate across all medical care coordination team 
members. 

Yes No N/A 

Clients with care coordinated across team. 59 - - 
Client records reviewed that included in this measure. 59 - - 

Rate 100% - - 

Referrals: Referrals Made As Needed 
Documentation that referrals were made as needed to specialized medical/mental health 
providers/services. 

Yes No N/A 

Clients with referral needed and made. 27 - 32 
Client records reviewed that included in this measure. 27 - 59 

Combined Packet 30/37
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Rate 100% - - 

Referrals: Referrals Outcome 
Documentation is present in client’s record of the referral and the outcome of the referral. 

Yes No N/A 

Clients with referral document with outcome of referral. 27 - 32 
Client records reviewed that included in this measure. 27 - 59 

Rate 100% - - 

Discharge Planning 
Documentation is present that discharge planning was completed with the client. 

Yes No N/A 

Clients with documented discharge planning. 26 - 33 
Client records reviewed that included in this measure. 26 - 59 

Rate 100% - - 

Discharge 
Documentation is reason for discharge is located in the client’s record and is consistent with 
agency policies. 

Yes No N/A 

Clients with documented reason for discharge. 23 - 36 
Client records reviewed that included in this measure. 23 - 59 

Rate 100% - - 

HISTORICAL DATA 

CONCLUSION 
Quality of mental health services continues to excellent.  All clients reviewed (100%) completed 
a psychosocial assessment no later than the third counseling session, all clients had a treatment 
plan and medical care coordination was appropriate across all medical care coordination team 
members. Eleven data elements were met at 100%.  Although 100% of clients had an appropriate 
treatment plan, 96% (50) had their plan reviewed and/or modified at least every ninety (90) days.  
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Review article

Mental health challenges among adolescents living
with HIV
Rachel C. Vreeman1,2,3§, Brittany M. McCoy1,2 and Sonia Lee4

§Corresponding author: Rachel C. Vreeman, Children’s Health Services Research, Department of Pediatrics, Indiana University School of Medicine, 410 W. 10th

Street, HITS Suite 2000, Indianapolis, IN, 46202, USA. (rvreeman@iu.edu)

Abstract
Introduction: Mental health is a critical and neglected global health challenge for adolescents infected with HIV. The
prevalence of mental and behavioural health issues among HIV-infected adolescents may not be well understood or
addressed as the world scales up HIV prevention and treatment for adolescents. The objective of this narrative review is
to assess the current literature related to mental health challenges faced by adolescents living with HIV, including access to
mental health services, the role of mental health challenges during transition from paediatric to adult care services and
responsibilities, and the impact of mental health interventions.
Methods: For each of the topics included in this review, individual searches were run using Medline and PubMed,
accompanied by scans of bibliographies of relevant articles. The topics on which searches were conducted for HIV-infected
adolescents include depression and anxiety, transition from paediatric to adult HIV care and its impact on adherence and
mental health, HIV-related, mental health services and interventions, and the measurement of mental health problems.
Articles were included if the focus was consistent with one of the identified topics, involved HIV-infected adolescents, and
was published in English.
Results and Discussion: Mental and behavioural health challenges are prevalent in HIV-infected adolescents, including in
resource-limited settings where most of them live, and they impact all aspects of HIV prevention and treatment. Too little
has been done to measure the impact of mental health challenges for adolescents living with HIV, to evaluate interventions
to best sustain or improve the mental health of this population, or to create healthcare systems with personnel or resources
to promote mental health.
Conclusions: Mental health issues should be addressed proactively during adolescence for all HIV-infected youth. In addition,
care systems need to pay greater attention to how mental health support is integrated into the care management for HIV,
particularly throughout lifespan changes from childhood to adolescence to adulthood. The lack of research and support for
mental health needs in resource-limited settings presents an enormous burden for which cost-effective solutions are urgently
needed.

Keywords: Adolescents; HIV; mental health; transition; stigma; mental health disorders
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Copyright: © 2017 Vreeman RC et al; licensee International AIDS Society. This is an Open Access article distributed under the terms of the Creative Commons
Attribution 3.0 Unported (CC BY 3.0) License (http://creativecommons.org/licenses/by/3.0/), which permits unrestricted use, distribution, and reproduction in
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Introduction
Mental health issues and adolescents with HIV
Mental health is a neglected global health priority, parti-
cularly for children and adolescents [1–3]. Mental health
disorders, including psychiatric disorders, general psycho-
logical distress, emotional, and behavioural problems, are
a leading cause of health-related disability, affecting
10–20% of children worldwide [4], and are predictive of
mental health disorders and other morbidities in adult-
hood [5,6]. Research on mental health among children
and adolescents lags considerably behind that of adults,
particularly in resource-limited settings (RLS) [7,8]. A
2007 review of 11,501 intervention trials for the treat-
ment or prevention of mental health disorders found
that few targeted children and adolescents; the little
research with children primarily focused on interventions

for developmental disabilities [9]. Furthermore, less than
1% of the studies of drug and psychological interventions
for treating mental health disorders were conducted in
“low-income” countries, with only 10% in “lower-middle-
income” countries [9].
The need for a better understanding of mental health

is especially important when its assessment and treat-
ment are compounded by other comorbidities. Children
and adolescents living with HIV may face an increased
burden of mental and behavioural health disorders. The
objective of this narrative review is to assess the current
literature related to mental health challenges faced by
adolescents living with HIV, including access to mental
health services, the role of mental health challenges
during transition from paediatric to adult care services
and responsibilities, and the impact of mental health

Vreeman RC et al. Journal of the International AIDS Society 2017, 20(Suppl 3):21497
http://www.jiasociety.org/index.php/jias/article/view/21497 | http://dx.doi.org/10.7448/IAS.20.4.21497
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interventions. This review focuses on adolescents who
are themselves infected with HIV, with particular atten-
tion to: (1) the developmental phase of adolescence, and
(2) to the specific challenge of transitioning primary
responsibility of their medical care.

Methods
Individual searches were run using Medline and PubMed
for each of the topics included in this review. The topics on
which searches were conducted included the following: (1)
depression and anxiety among HIV-infected adolescents, (2)
transition from paediatric to adult HIV care and its impact
on adherence and mental health, (3) HIV-related stigma
and mental health, (4) mental health services for adoles-
cents in RLS and interventions for HIV-infected adolescents,
and (5) the measurement of mental health problems in
adolescents with HIV.

Exact text and MeSH headings for search terms are
available from the authors on request (also see Table 1.).
Articles on measuring mental health problems in adoles-
cents with HIV were taken from the preliminary results of
an ongoing systematic review on the use of mental health
screening instruments among HIV-infected, paediatric and
adolescent populations in Africa.

Articles from these searches were included if the focus of
the study or review was consistent with one of the identi-
fied topics, the study or studies reviewed involved adoles-
cents, and the article was published in English. We then
identified additional articles meeting our inclusion criteria
from the bibliographies of articles identified in our
searches, as well as by using the “cited by” function
through PubMed. From each article identified, we extracted

information on the study design, population, geographical
context, measurement methods, and study outcomes from
each study.

Results and discussion
Prevalence of mental health challenges in HIV-infected
children and adolescents: high-income countries
Studies from high-income settings generally suggest that chil-
dren and adolescents with HIV face an increased burden of
mental health challenges. HIV-infected children and youth are
at higher risk of psychiatric hospitalizations, compared with
the general paediatric population [10]. A 2013 systematic
review of the literature on the mental health of adolescents
living with HIV found few studies describing the prevalence of
psychiatric diagnoses in HIV-infected adolescents, but the
existing studies suggest that psychiatric disorders such as
depression and anxiety are more prevalent among perinatally
infected adolescents compared to non-infected adolescents
[11].With the advent of antiretroviral therapy (ART), despite a
significant decline in the incidence of severe, AIDS-defining
neurocognitive diseases like HIV encephalopathy [12,13], HIV-
infected children may still experience neurocognitive compli-
cations, such as deficits in cognitive, speech, gross motor and
fine motor functioning, that can substantially impact their
quality of life (QoL), social relationships, academic achieve-
ments, and risks for abuse and substance use [14–18]. These
complications can be seen despite early ART treatment and
viral suppression [19]. Moreover, HIV-infected adolescents are
growing up and developing in a milieu that includes exposure
to biomedical, genetic, familial, economic, and social or envir-
onmental factors that may increase their risk for mental
health problems [20].

Table 1. Search terms to identify articles.

Main topic Specific search terms Additional inclusion criteria/Steps

Depression and anxiety depression, mood disorders, depressive disorder, anxiety,

anxiety disorders, HIV, HIV infections, adolescent

Transitioning to adult HIV

care

transition, transition to adult care, HIV, HIV infections Addressed mental health impact or impact

on adherence to antiretroviral medication

regimens

HIV stigma HIV, stigma, mental health, adolescents

Mental health services for

adolescents in resource-

limited settings

mental health services, adolescent, resource-limited, low- and

middle-income country

Mental health interventions

for HIV-infected adolescents

HIV, HIV infection, adolescent, mental health, intervention

HIV-infected adolescents HIV, HIV infections, depression, mood disorders, depressive

disorder, anxiety, anxiety disorders, validation studies,

reproducibility of results, predictive value of tests, sensitivity

and specificity, psychometrics, mass screening, surveys and

questionnaires, Africa

Searched PsychINFO, EMBASE, Medline;

Reviewed titles, followed by Abstract

review
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An older review of the prevalence of DSM psychiatric dis-
orders among HIV-infected children and adolescents found
prevalence of 29% for Attention Deficit Disorder, 24% for
anxiety disorders, and 25% for depression; however, appro-
priate control groups were infrequently used [21]. In a large
longitudinal cohort study of youth in New York who were
perinatally exposed to HIV, 61% were found to have psychia-
tric disorders other than substance use on the Diagnostic
Interview Schedule for Children (DISC-IV), but only the pre-
valence of ADHD was different between the HIV-infected and
HIV-exposed groups [22]. Prevalences of anxiety, mood, and
other behavioural disorders were the same between the HIV-
exposed groups, with no inclusion of a non-HIV-exposed com-
parison group. A 2000 study in the United States found that
among HIV-positive adolescents, 53% had received psychiatric
diagnoses prior to HIV treatment, and 44% experienced
ongoing depressive disorders [23].

Many of the studies of mental health in HIV-infected
children and adolescents conducted to date lack comparison
groups, which makes it difficult to compare the prevalence
of mental health challenges in this population to the general
population or to draw conclusions about the potential con-
tribution of HIV on the observed rates of mental health
challenges [11]. Due to the complexity of the effects of
HIV, appropriate comparison groups could include adoles-
cents who were perinatally exposed to HIV, but remain HIV
uninfected, as well as adolescents without any history of HIV
exposure, but from similar communities and backgrounds.
Available studies that compare perinatally infected, HIV-posi-
tive adolescents with those perinatally exposed to HIV, but
uninfected largely suggest that there are not significant
differences in the rates or types of psychiatric disorders
between these groups in comparison with those with no
HIV exposure [11,22,24,25].

Prevalence of mental health challenges in HIV-infected
children and adolescents: low- and middle-income
countries
Most studies evaluating the prevalence of mental health
challenges for HIV-infected adolescents have been done in
the United States, rather than in the RLS where most of the
world’s HIV-infected adolescents live [11]. Fewer data are
available on mental health among HIV-infected adolescents
in RLS [11,26], which may be partially related to a lack of
validated instruments for these contexts, lack of attention
to or resources for mental health in resource-constrained
healthcare settings, and additional stigma related to mental
health conditions [27]. Despite these challenges, accumu-
lating evidence from RLS does suggest that adolescents
living with HIV also face particular emotional, behavioural,
and mental health challenges.

Most studies of mental health challenges among adoles-
cents living with HIV in low- and middle-income countries
are cross-sectional and do not include comparison groups;
however, they do indicate the need to address mental
health within care systems addressing HIV or primary
care. In a study of 162 HIV-infected children and adoles-
cents in Kenya, 49% were reported to have at least one

psychiatric diagnosis or suicidality, with anxiety disorders
most common (32.3%), followed by major depressive dis-
order (17.8%) [28]. A cross-sectional study of 562 HIV-
infected adolescents from Malawi found a depression pre-
valence of 18.9% [29,30]. Within another study in Rwanda
examining 100 HIV-infected children ages 7–14 years, the
prevalence of depression reported was 25% [31]. A cross-
sectional study of 82 HIV-infected adolescents ages 10–18-
years old in Kampala, Uganda found that 51.2% had scores
indicating significant psychological distress, 17.1% had
attempted suicide in the past year, 19.5% had ever
attempted suicide, and 30.5% had experienced psychotic
symptoms in the past [32].

A cross-sectional study of 692 HIV infected, treated chil-
dren ages 8–17 years in Botswana using a culturally-
adapted and translated version of the Pediatric Symptom
Checklist found that higher scores on the PSC (indicating
psychosocial dysfunction) were associated with virologic
failure, suggesting a critical link between psychosocial func-
tion and clinical outcomes [33]. In Tanzania, a cross-sec-
tional study of 182 HIV-infected adolescents between 12
and 24 years old found multiple suggestions of mental
health challenges in this group [34].

The few studies that use comparison groups in these
settings do suggest certain increased risks of mental health
challenges for those living with HIV. A study of 683 children
ages 10–17 years of age in Rwanda compared a group with
either HIV infection themselves (HIV-infected) or who were
HIV affected (living with an HIV-infected caregiver or had a
caregiver who had died from HIV) to a control group that
was neither HIV infected nor living with anyone HIV
infected [35]. Twenty per cent of the HIV-infected or HIV-
affected adolescents were reported to have attempted
suicide or engaged in self-harm in the past 6 months,
compared to 13% of HIV-uninfected, unaffected children,
with child-reported HIV-related stigma significantly increas-
ing the risk of suicidal ideation and behaviours [27]. The
HIV-infected or affected group of children also had signifi-
cantly increased risks of depression, anxiety, and conduct
problems compared to the HIV-uninfected/HIV-unaffected
adolescents, but this did not differ whether the youth were
themselves infected or had a HIV-infected caregiver or
caregiver who had died from HIV [26]. In another study
comparing HIV-positive Zambian adolescents with a control
group from a British community sample, the HIV-infected
Zambian adolescents had significantly higher reports of
emotional symptoms, hyperactivity, and peer problems
[36]. These combined studies suggest that, while HIV-
infected adolescents in RLS are also at risk of developing
mental health problems such as depression, anxiety, and
ADHD, the aetiology extends beyond their HIV infection or
health status and is likely impacted by the full range of their
biopsychosocial experiences.

Measurement of mental health among adolescents: high-
income settings
Measuring mental and behavioural health for adolescents
remains a critical challenge that must be addressed in order
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for mental health to be supported and improved. A 2015
systematic review examined depression screening instru-
ments used to detect major depressive disorder in children
and adolescents generally, for those ages 5–18 years [37].
The vast majority of studies evaluating the reliability and
validity of depression measurement for children and ado-
lescents have been conducted in the United States and
Europe [37]. Four screening instruments, the Children’s
Depression Inventory (CDI), the Beck Depression Inventory
(BDI), the Center for Epidemiological Studies – Depression
Scale (CES-D), and the Reynold’s Adolescent Depression
Scale (RAD), were identified as the most commonly used
tools and all were found to be reliable measures of Major
Depressive Disorder in children and adolescents [37]. These
four screening instruments are also commonly used to
assess depression among HIV-infected adolescents in high-
income countries. Though more often used with adults, the
Patient Health Questionnaire (PHQ)-9 is a brief, well-vali-
dated screening measure that is available in more than 60
languages [38].

Measurement of mental health among adolescents: low-
and middle-income settings
Few instruments to evaluate mental and behavioural health
outcomes have undergone rigorous evaluation and valida-
tion for adolescents in RLS [39]. Research in these settings
typically employs instruments and criteria developed in
high-income settings that, if culturally inappropriate in a
certain context, could lead to erroneous or misleading
results [40,41]. The appropriateness of concepts and instru-
ments may vary across different cultures [42] and across
populations such as children and adolescents [43].
Betancourt et al. conducted a validation study to test the
validity of the CES-DC as a depression screen for a general
population sample of 367 children and adolescents in
Rwanda, which included translation and cognitive testing
of the screening items [44]. They found the CES-DC to be a
valid screening tool, with a sensitivity of 81.9% and speci-
ficity of 71.9%, and made a recommendation that similar
research efforts validate measures according to how well
the measure items fit with local characterizations of mental
health problems [44,45].

There is even more limited evidence for how to examine
mental health outcomes among HIV-infected adolescents in
RLS. Kim et al., Mutumba et al., and Binagwaho et al.tested
the validity of these existing mental health measurement
instruments within Malawi, Uganda, and Rwande, respec-
tively [29,31,46]. In Malawi, the validation findings sug-
gested that the BDI-II had greater internal consistency and
showed greater concordance with the CDRS-R results for
this population [29]. The studies from Uganda and Rwanda
highlighted the need for a process of cultural adaptation,
such as included translation, expert panel review, cognitive
interviewing, and pilot testing, followed by full evaluation
to modify these instruments and generate sufficient sensi-
tivity for use [31,46]. These studies highlight the impor-
tance of cross-cultural modification of instruments and
local validation, while also demonstrating the need to
employ rigorous measurement of mental health symptoms

for HIV-infected populations of children and adolescents in
the RLS where most of these children live.

Mental health and sex-based differences across income
settings
Sex-based differences in mental health challenges among
HIV-infected youth have not been consistently identified
although there seems to be a suggestion that females are
at higher risk [47,48]. As Mellins et al. noted in their 2013
systematic review, some studies have found that, among
HIV-infected youth, female sex is a risk factor for depression
and anxiety, while male sex is a risk factor for behavioural
problems [11]; however, other studies have had mixed or
inconsistent results regarding gender differences.

There is more variation in the findings related to biological
sex among HIV-infected adolescent in low-income settings.
One study found male sex to be associated with a greater
risk of depression than female sex in Kenya [28], while
another found female sex to be associated with higher BDI-
II scores in Malawi [30]. Another study found depression
rates to be higher among HIV-infected adolescent females
than males in Rwanda, but this difference was not significant
[31], while another found no significant association between
sex and suicidal ideation or behaviour in Rwanda [35].

Mental health associated with adolescents’ ART
adherence across income settings
Adherence to ART is critical to maintaining viral suppression
and avoiding morbidity and mortality among HIV-infected
patients. Among HIV-infected children and adolescents,
depression and anxiety symptoms have been associated
with lower adherence to ART [49–51] and higher substance
abuse and risky sexual behaviours [52]. In a longitudinal
study of 294 perinatally HIV-infected children and adoles-
cents in the US and Puerto Rico, children with anxiety were
40% less likely to have unsuppressed viral load compared to
other children [53]. Mental health disorders may be exa-
cerbated by social exclusion and HIV stigma, which are
associated with delayed HIV testing [54,55] and decreased
treatment adherence [56]. Stigmatizing aspects of HIV
infection or treatment, such as lipodystrophy, may also
negatively impact mental health outcomes like depression
and adherence to ART among adolescents, particularly dur-
ing this developmental period when body image and the
social desirability to “fit in” are strong motivators of beha-
viour [57]. Behaviourally HIV-infected youth who experi-
ence a combination of individual challenges such as low
levels of self-efficacy and mental health disorders, in com-
bination with environmental challenges such as homeless-
ness or a history of time in detention facilities, have greater
issues with maintaining adherence [58,59].

Based on a qualitative study of perinatally infected adoles-
cents in Canada, how medication adherence is interpreted
may be the key to whether the adolescent begins to take
responsibility for his/her own HIV care, including adherence
[60]. A positive mental framework towards adherence may
be associated with autonomy and control over the adoles-
cent’s health and wellbeing. Conversely, a negative mental
framework views adherence as a reminder of HIV infection,
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difference from peers, and stigmatization. This interplay of
mental health, adherence, and the adolescents’ psychosocial
environment suggests a critical role for mediating these risk
factors and boosting mental and emotional health resilience
for these adolescents.

HIV-related stigma and adolescent mental health across
income settings
HIV-related stigma is a key issue that impacts adolescents
living with HIV across country-income settings by affecting
quality of life, healthcare access, and health outcomes.
Stigma and discrimination experienced by HIV-infected
youth through the broader community, as well as in clinical
encounters, are significant barriers to HIV treatment, often
leading to negative consequences and poor health out-
comes [34,61]. Furthermore, HIV-related stigma is often
intertwined with other sources of stigma, including those
associated with mental health and/or substance use disor-
ders. Research that investigates these impacts upon public
health can guide the development of service delivery and
provision of optimal healthcare appropriate for the
resource setting. Such interventions to combat barriers
due to stigma are especially relevant for adolescents tran-
sitioning their medical care to adult care settings, as the
burden and interplay of physical, emotional, and social
stressors during this vulnerable, developmental period
increase. For example, due to the expectations of increased
independence in navigating the healthcare systems, adoles-
cents with HIV may need increased social support from
family and friends. However, the availability and level of
social support for adolescents and young adults living with
HIV may be complicated by mental health issues, many of
which may be emerging during this time, as well as stigma
and disclosure [62]. Services to address stigma, social sup-
port, and mental health overall, are scarce, especially in
low-resource settings [62,63]. Additional evidence on the
impact of stigma, HIV related, as well as mental health
related, on the transition process for adolescent to adult
care settings and resultant health outcomes is needed.

Mental health within the transition from paediatric to
adult medical care: high-income settings
Adolescents’ mental health must be considered throughout
the process of transitioning to adulthood with HIV, both in
the general sense of their transition to adult, autonomous
management of their disease as well as specific changes
that may occur in the provision of their medical care. One
of the first steps in adolescents’ transition to managing
their own HIV care is being informed of their own HIV
status, also referred to as child HIV disclosure. Decisions
around when to disclose HIV status to children are often
impacted by caregivers’ beliefs about the impact of disclo-
sure on the child’s mental health [64]. Studies suggest that
disclosure of their own HIV status to children causes stress
[65], but whether the disclosure process has a lasting nega-
tive impact on mental health is not clear [36,66]. In settings
with higher HIV-related social exclusion and stigma, disclo-
sure of HIV status to adolescents is also likely to be
delayed [67].

In addition to this period of developmental transition
from childhood to adulthood, adolescents may experience
a physical transition in who provides their HIV care or
where they receive medical services. Transitions that
include an entirely new environment in which to receive
medical care, potentially with fewer psychosocial supports,
a new set of providers, or less “protective” HIV care com-
pared to child-centred programmes, may create feelings of
fear and anxiety for adolescents, even among those with-
out any pre-existing mental health conditions [68]. In qua-
litative work, adolescents report feeling unprepared for
transition and anxious about transitioning [69,70]. In addi-
tion to adjusting to new providers and care settings, the
mental and emotional stressors may include the stress of
disclosing their HIV status to providers within the new care
system, the possibility of facing new HIV-related stigma or
discrimination, and retelling their often-traumatic life story
once again [65]. In addition, the new care systems in which
adolescents find themselves may not provide care tailored
to adolescents’ specific needs, which may include sexual
and reproductive healthcare, addressing specific popula-
tions such as young men who have sex with men, and
adolescents’ concerns about disclosing either their HIV sta-
tus or sexual health issues to family members [65].

Mental health challenges likely complicate the naviga-
tion of these changes in medical care. In a systematic
review of studies of HIV-infected youth transitions into
adult care, the combined barriers to transition anticipated
by providers and the adolescents included feelings of loss
when separating from the paediatric provider, anxiety
about increasing autonomy, and the logistic challenges of
navigating the adult healthcare system – all of which may
colour the mental and emotional health state of the ado-
lescents [71]. A majority of providers of adolescent HIV
care surveyed in the United States expressed concern that
those adolescents who do have mental health problems or
substance use issues would be at risk for being lost to care
in the process of transition, especially as the adult care
services might not follow the same multidisciplinary and
integrated care models often seen in the paediatric HIV
care models in this setting [72]. The preparedness of adult
providers to address a population with higher rates of
cognitive impairment, mental health problems, and adher-
ence difficulties may be a challenge throughout the
healthcare transition [65]. In a qualitative study of
American HIV care providers, the following indicators of
successful transition to adult care were identified: medi-
cation adherence, adherence to clinic visits, taking owner-
ship of medical care, viral load, and CD4 count [73].
Adolescents with mental health problems or struggling
with the multiple relational and environmental factors
that make them more prone to mental health symptoms
may be less likely to have these characteristics. In another
qualitative study of clinical and programme staff providing
adolescent HIV care at 12 clinical sites across the United
States, the identified barriers to successful transition
included mental health issues, substance abuse, paediatric
providers being hesitant to transition care, and issues with
insurance coverage [74].

Vreeman RC et al. Journal of the International AIDS Society 2017, 20(Suppl 3):21497
http://www.jiasociety.org/index.php/jias/article/view/21497 | http://dx.doi.org/10.7448/IAS.20.4.21497

104

19 of 26



Mental health within the transition from paediatric to
adult medical care: low- and middle-income settings
Very few studies have examined the barriers and facilitators
of transition in RLS, with even less data regarding potential
mental health challenges. In many RLS, particularly in sub-
Saharan Africa, there are not separate paediatric specialty
services for HIV-infected children, nor is there specialized
care for adolescents (with or without HIV), and so HIV-
infected adolescents may not experience any changes in
providers or care systems in these settings. One qualitative
study in Thailand, which employed semi-structured inter-
views of users of ART services, policymakers, and caregivers
of orphaned children, concluded that adherence, drug resis-
tance, and psychosocial issues were important in caring for
HIV-infected children long term, that services to help ado-
lescents to transition into adult care were largely lacking,
and that physicians did not have adequate skills or comfort
to aid in this transition. However, mental health needs or
issues were not considered in depth [75].

Mental health service access for adolescents: high-income
countries
Considering how to ensure access to resources for mental
health services for HIV-infected adolescents is a critical con-
sideration [69]. A 2011 study used the World Health
Organization Assessment Instrument for Mental Health
Systems (WHO-AIM) in 13 low-, 24 lower-middle, and 5
upper-middle income countries. One indicator from this
instrument included the treated child and adolescent preva-
lence in all mental health facilities for a one-year period. It
found a one-year median treated prevalence for children and
adolescents of 159 per 100,000 patients treated compared to
664 per 100,000 in adults, with greater differences in the low-
and lower-middle-income countries than upper-middle-
income countries [76]. Children weremore likely to be treated
in outpatient facilities and made up 12% of the mental health
outpatient population, but none of the other facilities sur-
veyed (e.g. inpatient facilities, day treatment) had any facil-
ities devoted to children [76]. Even in resource-rich settings,
there may be important disparities in mental health service
access for minority populations; in the U.S. Adolescent
Treatment Network, Black HIV-infected youth were less likely
to receive care for mental health symptoms than non-Black
youth [77]. Among 164 HIV-infected adolescents in 3 U.S.
cities enrolled in the Adolescent Impact study, 31% had symp-
toms of psychopathology, but almost one-third of those
reporting clinically significant symptoms did not receive care
despite the availability of psychiatric medications, hospitaliza-
tions, counselling, or psychotherapy [78].

Mental health service access for adolescents: low- and
middle-income countries
Mental health services for children and adolescents in
resource-limited countries are extremely limited accord-
ing to existing estimates, and thus, lead to severe lim-
itations in not only access to, but also uptake of mental
health services [76]. The availability of providers may be
extremely limited; only 1% of schools in low- and mid-
dle-income countries had mental health professionals as

staff members, and less than 1% of professionals had
attended any training on child and adolescent psychiatry
in the last year [76]. Ratios of available psychiatrists are
estimated at 1 psychiatrist per 4 to 5 million children in
resource-limited countries, and training for mental
health workers are limited and often out-of-date [79].
Qualitative inquiry among key education personnel and
teachers in Nigeria suggests that, in some settings, these
deficits in services may be further hampered by stigma-
tizing beliefs about mental health disorders, disbelief
that children can have a mental illness, and overtly
discriminating or derogatory language and treatment
used in regards to mental illness [80]. Access to mental
health services in low- and middle-income countries may
also be affected by concerns regarding the use of psy-
chotropic medications in conjunction with ART. Options
to extend mental health services through alternative
modes of delivery such as teleconsultations and telepsy-
chiatry may offer particular benefits for RLS with ado-
lescents in need of mental health screening and
treatment [79]. An integrated mental healthcare
approach within the primary HIV care setting to address
gaps in mental health service access and treatment is
another option worth investigating [81].

Mental health interventions for HIV-infected adolescents:
high-income countries
Few mental health interventions, specifically for HIV-
infected adolescents, have been studied. One pilot
study from a resource-rich setting used health and well-
ness cognitive behavioural therapy for 8 HIV-infected
participants aged 16–24 years and found significant
improvement in depression symptoms as measured over
14 sessions by the Quick Inventory of Depressive
Symptomatology-Clinician measure, as well as improved
self-reported adherence [82]. In a literature review of
studies evaluating the impact of service delivery inter-
ventions to improve the health of perinatally HIV-infected
adolescents, the overall conclusion from the 12 studies
examined was that youth-focused health services and
individual-level interventions would improve adherence
and retention in care; however, these were small studies
with limited follow-up times, and the impact of the
service delivery interventions on mental health were
largely unexamined [83].

Mental health interventions for HIV-infected adolescents:
low- and middle-income countries
Interventions to promote mental health show significant
promise generally to improve child and adolescent mental
health and wellbeing in RLS. A systematic review of mental
health interventions and their effectiveness for adoles-
cents in resource-limited studies identified 14 studies of
school-based interventions and 8 studies of community-
based interventions [84]. The majority of the school-based
interventions led to improvements in student emotional
and behavioural wellbeing, self-esteem, and coping skills
[84]. Similarly, community-based interventions also
showed significant improvements in youth mental health
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and social wellbeing [84]. Cognitive-behavioural group
therapy has been shown to improve externalizing symp-
toms and anxiety in low- and middle-income countries,
though not depressive symptoms or quality of life [85].
Very few mental health interventions have been studied
specifically for HIV-infected adolescents in RLS.

Conclusions
This review of the literature related to mental health, HIV-
infected adolescents, and transition raises the critical
importance of considering mental health as an integral
component to adolescent care and to the transition pro-
cess. While mental health disorders are often prevalent in
this population, too little has been done to measure the
impact of these disorders for adolescents, to evaluate
interventions to best sustain or improve the mental health
of this population, or to create healthcare systems with
personnel or resources to promote mental health.
Evidence-based studies confirming the link between poor
mental health and deleterious health outcomes are still
needed within the growing population of HIV-infected
adolescents to inform guidelines and policies for HIV
healthcare.

For the low- and middle-income countries in which the
majority of the world’s HIV-infected adolescents live – and
the exact settings in which the rates of adolescent HIV-
related deaths are a major concern – the absence of
screening for mental health disorders, the lack of evidence
for how to intervene to prevent or improve mental health
problems, and the minimal healthcare infrastructure to
address mental health are enormous obstacles. These lim-
itations for mental health are all too-often complicated by
HIV-related stigma, mental health-related stigma, sex and
gender disparities, and the broader set of psychosocial
challenges faced by adolescents living with HIV. Any effort
to provide long-term care for these youth and to effectively
support their transition into adulthood must address the
adolescents’ mental health. Validating mental health
screening tools that can be used in routine care settings
in RLS should be a priority research area.

Mental health is also likely critical for adolescents’ suc-
cessful transitions within the specific realm of medical care
services as they face the long-term challenges of remaining
in medical care, sustaining medication adherence, and
achieving viral suppression. Further research to assess
these connections and how to sustain them is urgently
needed for this population, particularly in low- and mid-
dle-income countries. For transition processes to meet the
full range of adolescents’ mental health and emotional
health needs, transition plans need to consider HIV-infected
adolescents’ risk of mental health disorders and psychiatric
illness, the specific needs of adolescents, and the key issues
of HIV-related stigma, HIV disclosure to others, adherence
issues, and the range of factors that may increase or
decrease resilience in the face of transitions in care [69].
For example, detailed recommendations for the medical
transition process from the Johns Hopkins University HIV
Clinical Guidelines Program (2000–2016) in the United

States emphasize the need for creating a plan for each
adolescent that does the following: (1) “Address the indivi-
dual barriers for each patient that may be preventing him/
her from acquiring skills, such as anxiety, depression” and
(2) Provide HIV care “in settings where patients can receive
all services in one location from a multidisciplinary team. If
a multidisciplinary team is not available, mental health and
psychosocial support services should be available onsite or
in an easily accessible location” [86]. A multidisciplinary
team approach to the screening of mental health disorders,
followed by an integrated treatment approach with primary
HIV care along the transition continuum could improve
access to and uptake of mental health services and
interventions.

This review offers an update on previous systematic
reviews of mental health challenges and interventions,
which have focused on the more general population of
children and adolescents [4,7,8], by assessing emerging
work of those infected with HIV from RLS [11]. While
this was not a traditional systematic review, we did use
a standardized search strategy that could be replicated
and have attempted to provide both a broad and thor-
ough summary of the current literature. Many of the
primary studies included within the review are limited
by small sample sizes without comparison groups, in
addition to the relative dearth of investigation from
the settings where the bulk of HIV-infected children
and adolescents live, particularly sub-Saharan Africa.
We have tried to make clear these limitations when
describing each study or content area, and to highlight
the gaps in the existing research with recommendations
for further investigation (Table 2). Our review empha-
sizes the need for mental health issues to be addressed
proactively for all HIV-infected youth, and integrated
into their overall HIV care.

Table 2.

Key Areas for Future Mental Health Research and Practice

Improvement for HIV-Infected Adolescents

● Reliable and valid screening and assessment instruments of
mental health that are culturally-appropriate for children and
adolescents in resource-limited settings

● Measurement instruments, mental health interventions, and
mental health services for HIV-infected adolescents must be
patient centered and adapted to specific cultural and environ-
mental contexts

● Longitudinal studies inclusive of perinatally infected and beha-
viourally infected youth with HIV to effectively monitor mental
health outcomes across the lifespan

● Evidence-based models linking the importance of mental health
to treatment adherence and physical health outcomes for HIV
populations

● Integration of mental health services and interventions within
adolescent-friendly healthcare services as youth with HIV tran-
sition to adult care

● Incorporation of factors such as stigma and disclosure of illness
to access to mental health services during the transition process
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Robert Remien, PhD

March 07, 2018
Jenna Payesko

At the 25th Conference on Retroviruses and Opportunistic Infections, Robert
Remien, PhD, stressed in his presentation that addressing mental health is a
critical component to ending the HIV epidemic and achieving the UNAIDS
90-90-90 goals.

Despite all of the medical advances made to this day, there are still
significant gaps along the HIV care continuum. Mental health problems,
including substance abuse are one of the most significant areas of co-
morbidity for people living with HIV and are more prevalent than the
general population.

Among adolescents and young adults living with HIV, more than 60% of the population have some type of
mental disorder. An estimated 50% of people living with HIV meet criteria for one or more mental or
substance use disorder, which is associated with suboptimal HIV treatment outcomes that includes late
antiretroviral therapy (ART) initiation and a delayed viral suppression.

“We know that we need to do better at all of the steps on the continuum to achieve our desired goals for better
health outcomes as well as reduce incidence,” Remien said. “Integration of services to screen and manage
mental health and substance use disorders into HIV care settings is a promising strategy to improve mental
health and HIV treatment outcomes among people living with HIV/AIDS, including in resource-constrained
settings.”

Mental illness, according to Remien, is indeed a risk factor for HIV acquisition. In the US, the HIV
prevalence among those with a serious mental illness (2–6%) compared to the general population (0.5%) is
significantly higher.

Mental health impairment contributes to increased risk behaviors, delayed or lack of HIV testing and care
initiation, poor retention in care, delayed ART initiation and poor ART adherence.

When there’s comorbid disorders, and other disorders, like mood disorders and alcohol and substance abuse,
there’s a synergistic effect on HIV outcomes. In a study Remien discussed, that focused on 4295 men who
have sex with men (MSM) from 6 US cities, when there are co-occurring conditions like depressive
symptoms, heavy alcohol use, stimulant use, poly drug use and childhood sexual abuse, the probability of
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staying HIV negative decreases significantly as the number of conditions increases.

In the context of PrEP adherence, depression is associated with higher sexual risk behavior and poorer
adherence, indicating that screening and treating may be key to maximizing PrEP efficacy.

Depression is associated with increased mortality, and mortality rates for those living with HIV having a
major depressive disorder (MDD) is twice as high for those without MDD. Relatively large cohorts of
women have been studied over time and found that depression is associated with 2–3 times risk of mortality,
compared to women without depressive symptoms, when on ART.
In the US WIHS prospective cohort (n=858), chronic depressive symptoms were associated with >3 times the
hazard of mortality (women on ART) and >7 times the hazard of mortality (women not on ART) compared to
those on ART with no depression.

The stigma embodied in discriminatory social structures, policy and legislation results in a disparity between
physical and mental health care services with lower accessibility, availability and quality of services.

Integration of screening and management services into HIV care settings is a promising strategy, according to
Remien, to improve mental health and HIV treatment outcomes, including in resource-constrained settings.

Positive mental health is associated with improved physical health outcomes across a range of chronic
illnesses, but in addition to negative psychological responses to an HIV diagnosis, disease progression,
associated stigma and loss of social support, chronic inflammatory response to HIV is estimated to contribute
to elevated rates of mental health problems among patients.

Treatment for mental disorders and adherence interventions has an additive effect to those with HIV,
positively affecting HIV health outcomes like PrEp treatment, reducing depression and anxiety, and
ultimately increasing quality of life.

Challenges remain, specifically for meeting the high demand in resource-limited settings where HIV is most
prevalent. Addressing mental health co-morbidities in the context of HIV prevention and care is essential for
achieving optimal outcomes along the prevention and treatment continua.

“We may have the biological tools to ‘end AIDS,’ however we will not be able to achieve ‘ending the
epidemic’ (EtE) goals, if we do not address mental health co-morbidities among our most vulnerable
populations,” Remien concluded. "Integrating mental health assessment and treatment into HIV care should
be routine and is essential to achieving “90 90 90 and EtE goals.”
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