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2022-2023 Service Category Definition - DSHS State Services

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 family/couples, 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/couple) provided
solely by Mental Health Practitioners licensed in the State of Texas.

Mental health services include:
o Mental Health Assessment
o Treatment Planning
e Treatment Provision
o Individual psychotherapy
o Family psychotherapy
o Conjoint psychotherapy
e Group psychotherapy
e Psychiatric medication assessment, prescription and
monitoring
e Psychotropic medication management
e Drop-In Psychotherapy Groups
o Emergency/Crisis Intervention

General mental health therapy, counseling and short-term (based on
the mental health professional’s 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.

Family/Couples Therapy/Counseling is defined as crisis
intervention and/or mental health therapy provided by a licensed
mental health practitioner to a family or couple (opposite-sex, same-
sex, transgendered or non-gender conforming) that includes an
eligible person living with HIV.
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2022-2023 Service Category Definition - DSHS State Services

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 Crisis Intervention and/or Therapy:
A unit of service is defined as an individual counseling session
lasting a minimum of 45 minutes.

Family/Couples Crisis Intervention and/or Therapy:
A unit of service is defined as a family/couples counseling session
lasting a minimum of 90 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 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 400% Federal Poverty Guidelines.

Client Eligibility:

For individual therapy session, person living with HIV or the
affected significant other of a 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, if the client applies for the other
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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 a 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 'z 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 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,
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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.

Mental health services can be delivered via telehealth and must
follow applicable federal and State of Texas privacy laws.

Mental health services that are provided via telehealth must be in
accordance with State of Texas mental health provider practice
requirements, see Texas Occupations Code, Title 3 Health
Professions and chapter 111 for Telehealth & Telemedicine.

When psychiatry is provided as a mental health service via
telehealth then the provider must follow guidelines for telemedicine
as noted in Texas Medical Board (TMB) guidelines for providing
telemedicine, Texas Administrative Code, Texas Medical Board,
Rules, Title 22, Part 9, Chapter 174, RULE §174.1 to §174.12

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 most current
Special Populations identified in the 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
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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 2022 RWPC “How to Best Meet the Need” Decision Process
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Step in Process: Council

Date: 06/10/2021

Recommendations: Approved: Y: No: If approved with changes list
Approved With Changes: changes below:

1.

2.

3.

Step in Process: Steering Committee

Date: 06/03/2021

Recommendations: Approved: Y: No: If approved with changes list
Approved With Changes: changes below:

1.

2.

3.

Step in Process: Quality Improvement Committee

Date: 05/18/2021

Recommendations: Approved: Y: No: If approved with changes list
Approved With Changes: changes below:

1.

2.

3.

Step in Process: HTBMTN Workgroup #2

Date: 04/20/2021

Recommendations: Financial Eligibility:
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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, 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. 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 two Subgrantees to provide hospice services in the Houston HSDA.
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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 care 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 216 who
accessed mental health services in the measurement. The records of 51 clients were reviewed,
representing 24% of the unduplicated population. The demographic makeup of the providers was
used as a key to file sample pull.

NOTES: DSHS modified their review process to exclude indicators that were <51% in last years
this year. As a result, only one (1) indicator was reviewed in 2018. The results listed below are
from 2017, with the exception of the one (1) indicator reviewed.
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Demographics- Mental Health

2018 Annual

Total UDC: 216

Age

Number of
Clients

% of
Total

Client's age as of the end of the reporting

2019 Annual

Total UDC: 282

Age

Number of
Clients

% of
Total

Client's age as of the end of the reporting

period
Less than 2 years 0 0.00%
02 - 12 years 0 0.00%
13 - 24 years 4 1.85%
25 - 44 years 73 33.80%
45 - 64 years 127 58.80%
65 years or older 12 5.55%
Unknown 0 0.00%
216 100%
Gender Number of % of
Clients Total
"Other" and "Refused" are counted as
"Unknown"
Female 20 9.26%
Male 196 90.74%
Transgender 0
ETM 0 0.00%
Transgender * 0
MTE 5 2.31%
Unknown 0 0.00%
216 100%
. Number of % of
Race/Ethnicity Clients Total

Includes Multi-Racial Clients

period
Less than 2 years 0 0.0%
02 - 12 years 0 0.0%
13 - 24 years 9 3.2%
25 - 44 years 139 49.2%
45 - 64 years 119 42.2%
65 years or older 15 5.3%
Unknown 0 0.0%
282 100%
o Number of % of
Clients Total
"Other" and "Refused" are counted as
"Unknown"
Female 42 14.9%
Male 240 85.1%
Transgender
FTM 0 0.00%
Transgender
MTE g* 3.19%
Unknown 0 0.00%
282 100%

Race/Ethnicity

Includes Multi-Racial Clients

Number of
Clients

White 138 63.89%
Black 73 33.80%
Hispanic 38* 17.59%
Asian 2 0.93%
Hawaiian/Pacific 0 0.00%

Islander
Indlan/A_Iaskan 1 0.46%

Native
Unknown 2 0.93%
216 100%

From 01/01/18 - 12/31/18

White 160 56.7%
Black 115 40.8%
Hispanic 66> 23.4%
Asian 0 0.0%
Hawaiian/Pacific 1 0.35%

Islander
IndlanlAIaskan 2 0.70%

Native
Multi/Unknown 4 1.4%
282 100%

From 01/01/19 - 12/31/19
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RESULTS oF REVIEW-2018
Psychosocial Assessment

Psychosocial Assessment completed no later than third counseling session.
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Yes No N/A
Clients with psychosocial assessment completed no later than the 3" 59 - -
appt.
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 3™ appt. 59 - -
Client records reviewed that included in this measure. 59 - -
Rate 100% - -

Treatment Plan

(NEW 2018) Documentation of detailed treatment plan and services provided within client’s primary

record.
Yes No N/A
Treatment plan and services detailed in client record. 38 12 1
Client records reviewed that included in this measure. 50 50 51
Rate 76% 24% 2%
Treatment Plan completed no later than third counseling session.
Yes No N/A
Clients with treatment plans completed no later than the 3" 52 - 7
counseling session.
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 52 - 7
rendering service.
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.
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Yes No N/A
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 1 - 58
if needed.
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 - - 59
service was provided if needed.
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
roviders/services.
Yes No N/A
Clients with referral needed and made. 27 - 32
Client records reviewed that included in this measure. 27 - 59
Rate | 100% - -
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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

olicies.

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

Mental Health

120%
100%
80%
60%
40%
20%
0%

Psychosocial Treatment Plan Medical Coordination Referrals Discharge Planning
Assessment
m 2016 2017
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%.
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Integrating Mental Health Care Services Into

HIV Comprehensive Care

Stephen Scroggins, MSc; Enbal Shacham, PhD; and Montara Renee November, MPA

IV treatment adherence plays a critical role in the US

National HIV/AIDS Strategy, which is ultimately aimed

at reducing the number of new HIV infections by 75%
within 5 years.! Adherence to antiretroviral therapy results in
decreased likelihood of HIV-related morbidity and mortality and
a 96% reduction in likelihood of viral transmission.>* However,
of the 1.1 million people living with HIV (PLWH) in the United
States, only an estimated 63% are virally suppressed (HIV RNA
<200 copies/mL), signifying decreased treatment adherence.** The
HIV integrated care model was developed to address these barriers
to continued engagement in care and adherence. This system of
care is developed to be individualized and community centered,
which may leave PLWH without comprehensive treatment plans.®®
Mental health care persists as a common need among PLWH, with
limited service availability.’

Psychiatric disorders are more prevalentamong PLWH; however,
those who are able to initiate and engage in active treatment plans
often manage their HIV effectively.'® Further, psychological distress
symptoms are more common among PLWH who are not virally
suppressed compared with those who are virally suppressed.'?
Thus, there are urgent needs to deliver mental health care services
(MHCS) among this population. Identifying PLWH who are engaged
in MHCS juxtaposed with populations who report needing but not
receiving MHCS may help illuminate the role of repeated assessment
across the HIV care network.

The aim of this study was to determine the association between
reported MHCS need and medication adherence among PLWH to
better understand how receipt of care may influence HIV manage-
ment. Of particular interest were the PLWH who reported the need
for MHCS yet did not receive such care.

METHODS

Data for this study utilized 2017 cross-sectional anonymous survey
responses completed by PLWH who reside within a 12-county
Midwestern region. This annual survey was developed by the region’s
Ryan White HIV/AIDS Program Planning Council and is distributed

ABSTRACT

OBJECTIVES: HIV prevention strategies prioritize
medication adherence among people living with HIV
(PLWH). Of the 1.1 million PLWH in the United States,

more than two-fifths are not virally suppressed and thus
experience increased morbidity and mortality as well as
transmission risk. Integrated care models are meant to
address these gaps and often cite the importance of mental
health care services [MHCS). However, research into the
impact of integrating MHCS has been limited to those in
homogenous treatment.

STUDY DESIGN: This study used an analytic observational
cross-sectional design to achieve the above objectives.

METHODS: This study utilized a cross-sectional survey
aimed to identify needs among PLWH in the Midwestern
region of the United States and to stratify by both MHCS
need and receipt. The survey, administered throughout 2018
in 12 HIV service organizations, was completed by PLWH
receiving different supportive services. Comparative logistic
regression models were calculated to identify the likelihood
of nonadherence based on both MHCS receipt and need.

RESULTS: Of the 537 survey respondents, 20% reported
receiving integrated MHCS, 8% reported needing but being
unable to receive MHCS, and 72% reported not needing

or receiving MHCS. Overall, 50% of the sample reported
missing at least some HIV medication within the past 30
days. Individuals who needed but did not receive MHCS were
more likely to report treatment nonadherence. No significant
difference in adherence was identified between those who
received MHCS and those who did not need MHCS.

CONCLUSIONS: Results suggest that continued
assessment of needs and integration of MHCS into HIV care
improves the likelihood of medication adherence. Further,
our study highlights how systematically asking PLWH about
their needs and connecting them to services may critically
affect HIV management.

Am J Manag Care. 2020;26(8):357-360. doi:10.37765/ajmc.2020.44072

THE AMERICAN JOURNAL OF MANAGED CARE®
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TAKEAWAY POINTS
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Respondents were asked to estimate how
often they missed doses of prescribed HIV
medication during the past 30 days with choices

Mental health care is cited as an important component of integrated HIV care. However, previ-

ous studies are often limited to respective samples in homogeneous treatment plans. Among

a sample of people living with HIV, our study finds that:

» unique differences exist between those in need of mental health care services and those

receiving mental health care services,

» receipt of mental health care services significantly improves likelihood of medication

adherence, and

» developing and utilizing methods to identify gaps in integrated HIV care allows for more

precise understanding of needs and service delivery.

by HIV case managers within the region. This survey assesses which
support service needs are currently important to PLWH in the region.

Inclusion criteria for this study included having previously
received a diagnosis of HIV, being 18 years or older at time of survey,
and receiving comprehensive HIV case management services funded
by the Ryan White HIV/AIDS Program at 1 of 12 case management
locations throughout the region. Respondents complete a cross-
sectional needs assessment survey annually; thus, they both are
familiar with and play an integral role in developing the survey items
and protocols. Surveys were conducted as program evaluation of
the support services in the region; thus, informed consent was not
sought. The data were shared without any identifying information.

Within the survey, MHCS were defined per service guidelines
outlined by the Health Resources and Services Administration and
the HIV/AIDS Bureau.” This includes “psychological and psychiatric
treatment and counseling services...provided by a mental health
professional licensed or authorized within the State to render such
services.” Respondents were asked whether (1) they had received
MHCS within the past 12 months and (2) mental health care was a
service they needed but had not received within the past 12 months.
Based on responses, individuals were stratified into 1 of 3 groups
by MHCS need and enrollment: group 1, receiving MHCS within
the past year; group 2, needing MHCS but have not received them;
or group 3, not needing nor receiving MHCS within the past year.
Individuals who chose contradictory responses were excluded from
analysis. In final predictive modeling, included sociodemographic
characteristics were age, gender, race/ethnicity, history of chronic
homelessness, and history of incarceration, based on their previously
identified modification of HIV medication adherence within current
literature.*" In addition, respondents were asked to identify from
a list of 26 other medical and social services listed on the survey
which services they needed and whether they were receiving them.
The numbers of services chosen by each participant were summed
and incorporated into the adjusted model to differentiate MHCS
from overall gaps in integrated care.

An adapted form of the Basel Assessment of Adherence Scale was
used to assess HIV medication adherence. The single-item question
is shown to be accurate and reliable among participants who manage
chronic disease medication.' Further, self-reporting adherence
among PLWH is correlated with viral load measurements.!”'®

ranging from “none” to “daily.” Responses were
then dichotomously coded as (1) adherent
(no missed doses) or (2) nonadherent (some
missed doses). Although a continuous measure-
ment of adherence typically explains a higher
proportion of variability, dichotomization
is appropriate when categorical data (eg,
responses) are skewed and is consistent with
similar research."”

Descriptive statistical tests of sociodemographics were conducted
among the total sample along with each stratified group by MHCS
need and receipt to better understand how the groups may differ.
Three logistic regression models were completed to determine
the crude likelihood of reporting nonadherence based on MHCS
group. Models 1and 2 compared individuals in group 1and group
2 with group 3, respectively, and model 3 compared adherence
differences between groups 1 and 2. A final adjusted model was
developed to account for the sociodemographic characteristics
previously identified to be associated with adherence. Significance
was reported at a=0.05.

RESULTS

Of nearly 6000 PLWH receiving services within the region, 599
participants attempted the survey.?® Of the total, 55 (9.2%) surveys
were excluded from analysis because of missing or incomplete
responses. A small portion (n=7; 1.2%) were excluded because of
contradictory responses regarding receipt of mental health care in
the past 12 months. A total of 537 (89.6%) participants completed
surveys that were included in analysis.

The mean (SD) age among the sample was 43.8 (11.4) years. Most
of the sample identified as male (n=372; 69.3%) and as a racial/
ethnic minority (n = 382; 71.1%). One in 5 participants reported
ever having experienced chronic homelessness (n=106; 20%), and
12.5% reported ever having been incarcerated (n=68). Participants
chose a mean (SD) of 2.2 (2.5) services that they needed but were
not receiving. Half the sample (n=269; 50.5%) reported missing
1 or more doses of HIV medication within the past 30 days.

Among the sample, 105 participants reported receiving MHCS
within the past year (19.6%), 43 participants reported needing but
not receiving MHCS (8.0%), and 389 individuals reported not needing
nor receiving MHCS within the past year (72.4%). Additional sample
characteristics by MHCS need are detailed in Table 1.

Logistic predictive model details and comparisons are depicted
in Table 2. Crude results reveal no significant difference in medica-
tion adherence between group 1and group 3 (odds ratio [OR], 0.96;
95% CI, 0.62-1.48). Individuals in group 2 were significantly more
likely to report nonadherence compared with individuals in group
3(OR, 3.08; 95% CI, 1.51-6.29) and group 1 (OR, 3.2; 95% CI, 1.46-7.04).

AUGUST 2020
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Mental Health Care and HIV Treatment

TABLE 1. Sample Characteristics of People Living With HIV According to Mental Health Care Service Need and Receipt

Group 12 Group 2° Group 3¢ Total
(n=105; 19.6%) (n=43; 8.0%) (n=389; 72.4%) (N=537)
Number of unmet service needs, mean (SD) 2.101.8) 4.9 (4.8) 2.0(2.1) 2.2(2.5)
Age in years, mean (SD) 45.3(10.3) 39.4.(10.8) 43.9 (11.7) 43.8 (11.4)
Current gender male, n (%) 58 (55.2) 37 (86.0) 277(71.2) 372 (69.3)
Racial/ethnic minority,® n (%) 76 (72.4) 26 (60.5) 280 (72.0) 382 (71.1)
History of chronic homelessness, n (%) 27 (25.7) 15 (34.9) 64(16.5) 106 (19.7)
History of incarceration, n (%) 17 (16.2) 7(16.3) 44 (11.3) 68 (12.7)
Missed > 1 dose of HIV medication in the past 30 days, n (%) 49 (46.7) 32 (74.4) 188 (48.3) 269 (50.1)
2Received mental health care services within the past year.
®Needed but did not receive mental health care services within the past year
‘Reported not needing or receiving mental health care services within the past year.
4Nonwhite, non-Hispanic.
TABLE 2. Likelihood of Missing HIV Medication Within Past 30 Days Based on Mental Health Care Service Need and Receipt®
Model 1 Model 2 Model 3 Model 4
Crude OR® Crude OR® Crude OR® Adjusted OR®
Group 1¢ 0.96 (0.62-1.48) Reference 0.99 (0.62-1.58)
Group 2¢ 3.08 (1.51-6.29) 3.21 (1.46-7.04) 3.09 (1.37-6.97)
Group 3¢ Reference Reference Reference

Number of unmet service needs
Age in years

Current gender male
Racial/ethnic minority

History of chronic homelessness

History of incarceration

0.95 (0.88-1.03)
0.97 (0.95-0.98)
1.12 (0.75-1.69)
1.23(0.84-1.92)
1.84 (1.14-2.97)
1.61(0.90-2.91)

OR, odds ratio.

2Bold entries indicate significance at a<0.05. Model 1 indicates no significant difference in medication adherence between group 1 and group 3. Model 2 indicates
group 2 is significantly more likely to report nonadherence compared with group 3. Model 3 indicates group 2 is significantly more likely to report nonadherence

compared with group 1.

OR calculated from exponentiated B and 95% Cls.

‘Received mental health care services within the past year.

YNeeded but did not receive mental health care services within the past year.

eReported not needing or receiving mental health care services within the past year.

Upon adjusting forage, gender, race/ethnicity, history of homelessness,
history of incarceration, and overall unmet service need, individuals
in group 2 were significantly more likely to report nonadherence
(adjusted OR, 3.09; 95% (I, 1.37-6.97). In addition, older individuals
were less likely to report being nonadherent for every year of age
increase (adjusted OR, 0.97; 95% CI, 0.95-0.98), and individuals who
reported experiencing chronic homelessness were significantly more
likely to report nonadherence (adjusted OR, 1.84; 95% CI, 1.14-2.97).

DISCUSSION

These findings suggest the importance of routine assessment and
linkage to supportive services to achieve HIV viral suppression. This
study identified that PLWH who report needing but not receiving
MHCS are significantly more likely to report nonadherence with HIV
medication compared with both individuals who received MHCS

and individuals who reported not needing MHCS. This increased
likelihood of nonadherence among group 2 remained even after
adjusting for sociodemographic characteristics and history of
homelessness and incarceration. Whereas MHCS need and receipt
were found to be significantly associated with medication adherence,
other documented unmet service needs were not associated with
medication adherence in the adjusted model.

Although HIV integrated treatment plans are meant to address
adherence challenges, a large portion of PLWH remain virally
unsuppressed.” These results identify the importance of routine
assessment and integrating an MHCS component into HIV care
models. Further, this study found that MHCS need was more relevant
to medication adherence than other unmet needs. This highlighted
the unique need for MHCS among PLWH, one that will require
additional support from integrated care providers to implement.
Although our findings are aligned with those of similar studies, we
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believe our research is unique and adds to the discourse because
of the emphasis on routine assessment and referrals in integrated
care models.??*

Limitations

Limitations and alternative explanations were explored in an
effort to more effectively contextualize our findings. Although
self-reported data are commonly utilized in similar research,
more vigorous methods of clinical data collection are available,
yet not available to the study team.” However, by utilizing these
self-reported data, we were able to capture and empower the voices
and unique experiences of PLWH.?* Future studies would benefit
by comparing our findings with additional sources of data. Further,
this study did not distinguish between types of mental health care
treatment. However, these findings offer a novel introduction that
effectively argues for the inclusion of routine assessments for the
need for MHCS and their provision within integrated care models.
Insights could be gained from additional research that examines the
efficacy of different types of mental health care treatment and the
association of those treatments’ effectiveness with HIV outcomes.

CONCLUSIONS

Many PLWH continue to struggle with complex challenges and
needs that contribute to increased transmission rates among
populations.” Continuing to identify more effective components
of integrated care models will aid in addressing these inequities.
This study identifies that MHCS is one of those components. B
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Abstract

Introduction: As adolescents transition from childhood to adulthood, they experience major physical, social and psychological
changes, and are at heightened risk for developing mental health conditions and engaging in health-related risk behaviours.
For adolescents living with HIV (ALHIV), these risks may be even more pronounced. Research shows that this population may
face additional mental health challenges related to the biological impact of the disease and its treatment, the psychosocial bur-
dens of living with HIV and HIV-related social and environmental stressors.

Discussion: Psychosocial interventions delivered to adolescents can promote positive mental health, prevent mental health
problems and strengthen young people’s capacity to navigate challenges and protect themselves from risk. It is likely that
these interventions can also benefit at-risk populations, such as ALHIV, yet there is little research on this. There is an urgent
need for more research evaluating the effects of interventions designed to improve the mental health of ALHIV. We highlight
four priorities moving forward. These include: generating more evidence about preventive mental health interventions for
ALHIV; including mental health outcomes in research on psychosocial interventions for ALHIV; conducting intervention
research that is sensitive to differences among ALHIV populations; and involving adolescents in intervention design and testing.
Conclusions: More robust research on promotive and preventive mental health interventions is needed for ALHIV. Pro-
grammes should be informed by adolescent priorities and preferences and responsive to the specific needs of these groups.

Keywords: adolescents; interventions; public health; social support; mental health; psychosocial interventions
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1 | INTRODUCTION

As adolescents transition from childhood to adulthood, they
undergo major physical, social and psychological changes [1].
Physical changes, which include puberty and rapid brain devel-
opment, take place in the context of newly developing auton-
omy, responsibility and decision-making abilities. This transition
is also influenced by a complex set of socio-economic factors,
including family and cultural environments, which interact with
each other and shape adolescents’ health trajectories and vul-
nerabilities [2]. During this dynamic yet precarious life stage,
adolescents are at heightened risk for developing mental
health conditions (such as depression and anxiety) and engag-
ing in health-related risk behaviours. As many as 10% to 20%
of people will develop mental health conditions during adoles-
cence, and it is estimated that up to 50% of all mental health
conditions start before the age of 14 [3]. Self-harm, which
includes suicidal behaviours, is among the top three causes of
death for 15- to 19-year-old boys and girls globally [4].

Furthermore, mental health conditions during this period are
associated with a range of risk behaviours, including tobacco
and alcohol use, drug misuse, risky sexual behaviours and vio-
lence [5,6], the effects of which may persist throughout the
life course.

Adolescents living with HIV (ALHIV) are at an even greater
risk of developing mental health conditions and risk beha-
viours [7]. Worldwide, an estimated two million adolescents
are living with HIV, with over 80% of them residing in sub-
Saharan Africa [8]. Depression, anxiety, hopelessness and fear
for the future are common in this population, which makes
mental health a vital area of concern for ALHIV [?9]. Research
shows that these risks are manifold, related to the biological
impact of the disease and its treatment, the psychosocial bur-
den of living with HIV and HIV-related social and environmen-
tal stressors. From a biological perspective, for adolescents
who acquired HIV perinatally, the effects of the virus on brain
development persist into adolescence [10], and there is mixed
evidence on whether highly active antiretroviral therapy can
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slow or reverse damage to the developing brain [11,12].
ALHIV also face numerous psychosocial challenges. Many
young people with perinatally acquired HIV first learn they
are living with HIV during adolescence, which can be highly
stressful and create familial tensions if they blame their
parents for their condition [13]. Relatedly, ALHIV may also
experience grief from losing one or both parents, or other
caregivers, contributing to their own expectations and fears of
illness and death [9,14]. Social and environmental stressors
include experiencing heightened stigma and isolation; adoles-
cents may also be increasingly required to manage their own
treatment adherence [15,16]. ALHIV engaging in romantic and
sexual relationships for the first time need to grapple with
how to disclose their status to partners and protect against
potential fears of rejection [17]. Additionally, adolescents living
in vulnerable households with others who are also living with
HIV may have additional mental health needs that intersect
with experiences of poverty and illness [18].

There is additional evidence that the mental health of ALHIV
affects other domains of their health and wellbeing. In general,
clinical outcomes for adolescents tend to be worse than those
of adults, and adolescents have poorer levels of adherence to
antiretroviral therapy (ART) and thus higher viral loads [19,20].
Evidence from adult populations reveals a complex relationship
between mental health and HIV, including poor physiological
and psychological outcomes related to factors such as disease
progression, medication side effects, social isolation and the
financial burden of being ill [21]. The same mechanisms that
can contribute to poor health in adults living with HIV are
likely to affect ALHIV; however, improving mental health can
also foster better HIV outcomes such as adherence and reten-
tion in care [22], especially for adolescents [23].

2 | DISCUSSION

Adolescence is thus a critical time to intervene with this vulner-
able group — to prevent mental conditions, to promote positive
mental health and to strengthen young people’s capacity to nav-
igate challenges and protect themselves from risk. Psychosocial
interventions have been identified as beneficial when delivered
to universal, or general, adolescent populations: these interven-
tions adopt a psychological, behavioural, and/or social approach
to improve psychosocial wellbeing and reduce the risk of poor
mental health outcomes [24]. Our meta-analysis found that psy-
chosocial interventions that included specific components (emo-
tional regulation, interpersonal skills, mindfulness, assertiveness
training, problem solving, stress management, and alcohol and
drug education) were associated with more successful pro-
gramme outcomes for adolescent mental health [24].

However, there is less research about the impact of these types
of interventions among targeted groups, such as ALHIV, who are
likely to have specific, additional psychosocial support needs. From
an equity perspective, it is critical to consider if and how psy-
chosocial interventions might benefit special populations, includ-
ing ALHIV. The same skills taught and practiced in a psychosocial
intervention for a universal population of adolescents — for exam-
ple, navigating changing peer dynamics or setting goals — may take
on new significance as they help ALHIV disclose their status to a
trusted peer, or conceptualise a healthy, fulfilling adult life. With a
growing number of adolescents globally — including the largest

number of children born with HIV to survive into adolescence —
this imperative is even greater.

Helping Adolescents Thrive (HAT), a joint initiative between
the World Health Organization and UNICEF, represents one
such attempt to provide more evidence for both universal and
targeted interventions for adolescent mental health. A 2019
evidence review linked with HAT, conducted in preparation
for the development of the WHO Guidelines on Mental
Health Promotive and Preventive Interventions for Adoles-
cents, found only three randomised controlled trials targeting
mental health outcomes for ALHIV ages 10 to 19 [25-27],
shown in Table 1. As the burden of HIV and mental health
continues to persist among this population, there is an urgent
need for research evaluating the effects of interventions
designed to improve the mental health of ALHIV. Drawing pri-
marily on this review, we have distilled four recommendations
to guide future research in this area.

2.1 | Invest in high-quality research to test the
effectiveness of interventions to prevent mental
health conditions and promote positive mental health
for ALHIV

There is a clear need to invest in more research about the men-
tal health of ALHIV. Increased HIV-related research on adoles-
cents regarding new strategies for biomedical treatment and
adherence, given their unique risk profile and susceptibility to
worse HIV outcomes, is promising [28]. However, there are
glaring omissions in the evidence on mental health for ALHIV.
Mental health, as a critical foundation for overall wellbeing and
quality of life, must be prioritised in research and interventions
with ALHIV. We argue that there should be an equally robust
approach to generating evidence about how best to promote
positive mental health, and prevent mental conditions and risk
behaviours, in this population. Integrating services that consider
and address mental health into existing HIV services that ado-
lescents routinely access is one way to bridge this gap. Recent
reviews have identified the need for integrating mental health
services into HIV care in high-burden settings [29], especially
for adolescents [7]. Integrated models, which might consist of
multidisciplinary teams coordinating care in a “one-stop shop’,
or service providers managing two-way referrals between HIV
and mental health care, have been found to be both feasible
and acceptable in high-burden, low-resource settings [30,31].

There is also a need to build process data into studies eval-
uating effectiveness, to give stakeholders and funders a multi-
dimensional understanding of the complexity of programming
with ALHIV. Process measures might include attendance,
dosage and coverage of sessions; delivery characteristics;
delivery and participation costs; content relevance; contextual
barriers and enablers; implementer competence; and imple-
menter soft skills. For adolescents who are more difficult to
reach, more innovative engagement methods may be neces-
sary. These include adolescents who do not access clinical care
or HIV treatment consistently, those in age-disparate relation-
ships, those living in vulnerable family circumstances and
those who are involved in sex work or transactional relation-
ships [32,33]. Research using process data holds important
lessons for understanding why certain interventions may be
easier to implement in given populations, or why some inter-
ventions may show limited evidence of effectiveness.
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2.2 | Include mental health outcomes in studies of
the effectiveness of psychosocial interventions to
promote HIV treatment adherence and reduce risk
behaviours

There is a large body of evidence relating to behavioural and
psychosocial interventions for ALHIV; however, these studies
rarely report on mental health outcomes specifically, often
focusing on treatment adherence and sexual and reproductive
health outcomes [34-37]. Existing interventions tend to be
specifically designed to promote adherence to ART and pre-
vent risky sexual behaviours such as unprotected intercourse
[38], which are seen as essential to supporting adolescent
health and preventing onward transmission. At the same time,
these interventions tend to employ content and delivery
mechanisms that are also likely to benefit mental health, such
as decision-making skills, self-esteem, coping skills, support
networking, psychoeducation and peer support [35,39,40].

As such, it is critical that measures that capture self-
reported or parent-reported mental health are included in these
types of studies as primary or secondary outcomes. In the
absence of these measures and accompanying data, it is impossi-
ble to know whether psychosocial interventions have positive,
null, or potentially negative effects on participants’ mental health.
Similarly, the effectiveness of adherence and risk behaviour
interventions may be mitigated by underlying mental health out-
comes that are not being accurately considered or incorporated
into analysis: for example, the impact of self-harm or suicidal
ideation on non-adherence. Embedded within this recommenda-
tion is a note of caution about context. As psychosocial interven-
tions for ALHIV are increasingly implemented in sub-Saharan
African settings, selecting the appropriate mental health mea-
sures and ensuring their validity among the research population
is essential to gathering high-quality data [41].

2.3 | Conduct intervention research that is
sensitive to individual differences and specific needs
among heterogenous populations of ALHIV

While many ALHIV share a common set of vulnerabilities,
acknowledging the diversity and complexity of this group is criti-
cal when considering how to design and implement programmes.
Differences in mode of infection, age group (younger versus
older) and gender, as well as additional adolescent comorbidities,
may affect how adolescents engage with an intervention. Evi-
dence shows that as children born with HIV transition into ado-
lescence, the way that they relate to their HIV status and engage
in treatment behaviours may change, as they gain autonomy,
come to terms with their illness and take control of their own
health care-seeking [42,43]. Adolescents who acquire HIV later
in their teens may experience a different set of challenges that
complicate their ability to initiate care, with underlying mental
health problems contributing to poorer health and adherence
outcomes [44]. Depending on mode of infection — and on the
duration of their illness, access to social support networks and
other intersecting life stressors and risk behaviours — ALHIV
may have ways of relating to their illness that are diverse.
Research that is attuned to differences by mode of HIV infection
could provide a more nuanced approach to improving mental
health and could identify means of engaging and retaining ado-
lescents in these interventions.

2.4 | Involve and empower adolescents in
intervention development and testing

Actively involving and engaging adolescents throughout the
conceptualisation and implementation stages of interventions
is important for ensuring interventions are acceptable and rel-
evant — and ultimately effective. Special considerations should
be made to develop adolescent-friendly interventions that
actively include adolescents at all stages, and not to retrofit
interventions used with adult populations. Co-production
strategies, such as adolescent advisory boards, allow adoles-
cents to drive how content is delivered and what messages are
emphasised [45,46]. As this field develops, adolescents should
take a lead role in crafting interventions that speak to their
distinct needs and are also informed by cutting-edge evidence.

3 | CONCLUSIONS

ALHIV are faced with many potential risks to their mental
health, yet there are few evaluations of promotive and preven-
tive mental health interventions for this group. This group is a
critical population to engage further through more frequent,
robust research that can inform the development of new
interventions. We call for more high-quality research into
interventions for ALHIV that is informed by adolescent priori-
ties and preferences and responsive to the specific needs of
this group.
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Abstract

Women living with HIV (WLWH) experience depression, anxiety, and posttraumatic stress symptoms at higher rates than their
male counterparts and more often than HIV-unaffected women. These mental health issues affect not only the well-being and
quality of life of WLWH, but have implications for HIV management and transmission prevention. Despite these ramifications,
WLWH are under-treated for mental health concerns and they are underrepresented in the mental health treatment literature. In
this review, we illustrate the unique mental health issues faced by WLWH such as a high prevalence of physical and sexual abuse
histories, caregiving stress, and elevated internalized stigma as well as myriad barriers to care. We examine the feasibility and
outcomes of mental health interventions that have been tested in WLWH including cognitive behavioral therapy, mindfulness-
based interventions, and supportive counseling. Future research is required to address individual and systemic barriers to mental

health care for WLWH.
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Overview and Epidemiology of Mental lliness
Among WLWH

There are over 17 million women worldwide and a quarter
million women in the U.S. living with HIV.! Women constitute
over half of individuals living with HIV globally* and nearly a
quarter of those living with HIV in the U.S.> Women living
with HIV (WLWH) are more likely to have comorbid mental
health conditions,* concurrent mental and physical health
comorbidities,” and worse overall mental health,® than men
living with HIV and HIV-negative women.” This may be due,
in part, to women with mental illness being in vulnerable posi-
tions associated with HIV acquisition (e.g., including intimate
partner violence, inconsistent condom use, bartering sex, his-
tory of other sexually transmitted infections) as compared to
women without mental health problems.® Alternatively, HIV
diagnosis may lead to mental illness symptomatology or
exacerbate existing mental illness symptoms for women due
to stigma and psychological stress associated with disease man-
agement. For example, women experience more than 3 times
as many mental health issues after, as compared to before,

their HIV diagnosis.” Thus, established gender disparities in
mental health conditions including depression,'® anxiety,'! and
posttraumatic stress disorder'*'*> may be exacerbated in the
context of HIV.® Women also tend to be diagnosed with and
begin receiving treatment for HIV in later stages of infection
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What Do We Already Know About This Topic?

Individuals living with HIV are at high risk for mental
health concerns including stress, depression, and PTSD,
that can detrimentally impact their self-care and manage-
ment of HIV.

How Does Your Research Contribute to the
Field?

This article increases awareness of the burden and contri-
buting and sustaining factors of mental illness specific to
women living with HIV, along with research on mental
health treatments for this population.

What Are Your Research’s Implications Toward
Theory, Practice, or Policy?
This article demonstrates the need to expand the research

and dissemination of evidence-based mental health treat-
ments for women living with HIV.

than men'* and the prevalence of neuropsychiatric issues
increases in later stages of HIV infection.'> In addition, HIV
disparities associated with gender, race/ethnicity, poverty, and
rural location, along with their intersectionality, may also con-
tribute to poor mental health among WLWH.

Psychiatric illness among WLWH has been linked to worse
antiretroviral therapy (ART) medication adherence and medi-
cal appointment attendance,'®'® which may play a role in
health-related quality of life. Given the prevalence of co-
morbid HIV and mental illness alongside the clinical ramifica-
tions of this intersectionality, our objective was to synthesize
the current understanding of the specific mental health prob-
lems experienced by WLWH along with the implications on
overall health. Furthermore, we sought to describe existing
interventions tailored to this vulnerable population and identify
areas for future research. We included special sections on preg-
nant and parenting WLWH due to the distinct clinical implica-
tions for behavioral health among this population.

Method

For this narrative review, we conducted a comprehensive liter-
ature search using PUBMED, Cochrane Library, and Psy-
cINFO databases. The search terms were “Women* or
female* or girls* or pregnant* or perinatal® or postpartum*”
AND “HIV* or AIDS* or human immunodeficiency virus* or
acquired immunodeficiency syndrome*” AND “mental ill-
ness* or mental health* or psychiatric* or depression® or men-
tal health intervention* or psychosocial intervention* or
therapy* or mental health treatment®* or depression
treatment*.” All relevant papers were identified and reviewed

for inclusion criteria by 2 members of the research team (EMW
and VW). We included papers that reported on 1) WLWH,
including women of trans experience, and 2) psychological
health or illness and/or therapeutic or psychosocial interven-
tions specifically designed to address mental illness among
WLWH. We excluded papers that did not explicitly report
results for WLWH and those that reported only on neurodegen-
erative or neuropsychiatric conditions to limit the scope of the
review to the most prevalent mental health conditions faced by
WLWH. Articles that met these criteria were included and
described in this narrative review.

Ethical Approval and Informed Consent

Ethics approval was not required for this narrative review.

Stress and Stigma Among WLWH

WLWH face unique stressors that contribute to mental health
issues. A meta-analysis of studies looking at stress and coping
among WLWH found that perceived health status and func-
tional limitations are major sources of stress despite the wide-
spread availability of ART.?° Around the world, many women
face issues with access to and acceptability of community-
based health services for HIV.?2!"*? Following receipt of an
HIV diagnosis, women report stress over their interpersonal
relationships, disclosure of their HIV status,23 and management
of their sexual and reproductive health.®** In addition, WLWH
from low, mid, and high-income nations tend to have higher
rates of intimate partner violence than the general popula-
tion,>*® which is linked to poor mental health.*’

In the U.S., more than four-fifths of WLWH are racial/eth-
nic minorities.” Ethnic/racial minority WLWH have reported
higher levels of perceived stress than the general population,’
potentially due to the intersection of health status, race, pov-
erty, health care accessibility, and gender-based discrimina-
tion.”?® The experience of racism may also contribute to
HIV-related stigma in women.”’> WLWH in the U.S. and
Canada report higher levels of HIV stigma than men with
HIV %! WLWH exist within several intersections vulnerable
to stigma: first, as persons living with HIV; second, as persons
with much higher risk for mental health issues or symptoms
which may be worsened by HIV as a stigmatized illness; third,
as women; fourth, (if applicable) as racial and ethnic minori-
ties. Stigma, discrimination, and social prejudice negatively
impact the social and psychological health and well-being of
persons living with HIV; They are associated with low social
support, poor physical and mental health, and a poorer quality
of life, and can delay or impede their getting help and treatment
for mental health concerns and/or HIV.>*** Perception and
internalization of HIV stigma is associated with greater depres-
sive symptoms and poorer psychological adjustment to HIV
diagnosis and management.'”**=¢ For example, a longitudinal
study of Black, African American, and Caribbean WLWH in
Canada found a significant correlation between HIV-related
stigma, gender-based discrimination, racism, and depression.>’
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More broadly, stigma associated with HIV has been linked to
anxiety, depression, poor self-esteem, and poor adherence to
care.”® The combination of WLWH’s physical, functional,
interpersonal, and systemic stressors likely contributes to the
burden of mental health issues in this population, including
depression, trauma-related symptomatology, and anxiety.

Mental Health Conditions of Women Living
With HIV

Depression

Depression is prevalent among WLWH. Studies conducted in
the U.S. show that, compared to HIV-seronegative women,
rates of major depressive disorder diagnoses are 4 times as high
in WLWH? and WLWH experience significantly worse
depressive symptom severity.?’***° Further, symptoms of
depression are highly prevalent; they were endorsed by 82%
of respondents in a study of WLWH from 94 countries.” U.S.
WLWH have rates of depressive disorder and symptoms up to
twice as high as men living with HIV**'*** and WLWH in Iran
and the U.S. report more severe depressive symptomatology.**”
45 Of concern, depressive disorders among individuals living
with HIV is often underdiagnosed, particularly for women®*®
and it is estimated that less than half of U.S. WLWH are ade-
quately treated for depression.*’

Studies conducted in the U.S. have found that depression
among WLWH is associated with challenges with interpersonal
relationships. For example, depressive symptoms in WLWH is
associated with lowered functioning within their families and a
decreased ability to fulfill responsibilities at home.** There is a
negative correlation between depression and disclosure of
HIV-positive status*® and perceived social support.*®*’ Thus,
depression among WLWH can worsen social isolation, perpe-
tuating and exacerbating the depressive symptoms and
disorder.

Depressive disorders among WLWH globally are associated
with an increased health burden including greater HIV disease
progression, more severe HIV-related symptomatology, and
increased mortality.’*® In a 7-year longitudinal study of 765
WLWH from the HIV Epidemiology Research Study in the
U.S., Ickovics and colleagues found that, after controlling for
clinical and treatment factors, women with chronic depressive
symptoms experienced significantly greater declines in CD4
counts than those without chronic depressive symptoms and
were twice as likely to die than women with minimal to no
depressive symptoms.*' Similarly, data from the U.S. multi-
site Women’s Interagency HIV Study (WIHS) also found that
chronic depression was associated with greater HIV disease
progression and mortality.”’ In fact, analyses of WIHS data
showed that the association between depressive symptoms and
mortality was greater in magnitude than the association
between failing to initiate ART and mortality, and hazard of
death for depressed women not on ART was over 7 times that
of non-depressed women on ART.* Symptoms of depression
include disrupted memory, concentration, appetite, and sleep—

all factors that can contribute to alterations in sleep/wake
cycles or medication administration in relation to meals. These
data underscore the need to aggressively identify and treat
depressive symptoms when present as a means to optimize
HIV-related care.

The impact of depression on HIV disease progression and
mortality among WLWH may be multifaceted.’® Depression
can negatively affect the immune system, with several possible
mechanisms having been postulated including chronic inflam-
mation. HIV induces immune activation in the brain which may
lead to tryptophan depletion and a resultant reduction in ser-
otonin, thus exacerbating or maintaining depressive symp-
toms.>® In addition, several behavioral consequences of
depression can impact HIV health outcomes. International
studies have shown that depressive symptomatology impedes
the activation required to begin and maintain antiretroviral
medication and disease management.'®'” Symptoms of depres-
sion that may act as potential barriers to medication and disease
management include feeling helpless, disempowered, and
negativistic,'” difficulty concentrating,'® fatigue, poor sleep®
and the tendency for self-neglect.®' In studies conducted in the
U.S., Turan and colleagues found that for WLWH, depression
mediates the relationship between internalization of HIV
stigma and lower ART adherence, in part through decreased
social support and increased loneliness, a relationship that was
particularly strong for Hispanic and non-Hispanic Black
women.' 7

Trauma-Related Mental Health Issues

Depression and trauma are closely linked in WLWH glob-
ally.®® Studies from the U.S. have found a strong association
between history of childhood trauma, intimate partner vio-
lence, and depression among WLWH.***** WLWH from low,
mid, and high-income nations report high rates of exposure to
traumatic events, especially intimate partner violence,*® and
posttraumatic stress symptoms.®>®>%7 In fact, a meta-analysis
of psychological trauma and posttraumatic stress disorder
(PTSD) in WLWH in the U.S., Western Europe, Scandinavia,
Australia, and New Zealand found that approximately 70% of
study participants reported experiencing abuse in their life-
times and 30% had recently experienced PTSD, more than
5 times the rate for recent PTSD among women in the general
population.®® Additionally, a study of 1223 HIV-positive moth-
ers recruited from 22 sites across the U.S. reported that 23% of
the sample met screening criteria for PTSD.®” Of note, the
study found that the majority of HIV-positive mothers with
comorbid psychiatric disorders at screening, especially a com-
bination of PTSD, depression, and/or anxiety, still met criteria
for 1 or more of these disorders 1 to 3 years later and only 4.5%
were receiving mental health treatment at screening.®
Traumatic experiences have been shown to have deleterious
effects on the mental and physical health of WLWH.%7%"!
According to studies conducted in the U.S., greater posttrau-
matic stress symptomatology has been linked to lower T-cell
counts in WLWH?®® and experiencing more traumatic events is
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Table I. Summary of Research Findings on Common Mental Health Conditions Among Women Living With HIV.

Mental Health Consequences

Condition and Associations

Behavioral/Physical
Health Consequences and Associations

Depression Interpersonal difficulties
Cognitive difficulties
Sleep concerns
Appetite concerns
Internalization of HIV stigma

PTSD and PTSS Often comorbid with depression

Anxiety Stigma

Disease progression
More severe HIV-related symptomatology
Increased mortality
Lower HAART/ART adherence

Lower T-Cell counts

Lower HAART/ART adherence

High-risk acquisition or transmission behavior
Disease progression

Worse quality of life

HAART: Highly Active Antiretroviral Therapy; ART: Antiretroviral Therapy; PTSD: Posttraumatic Stress Disorder; PTSS: Posttraumatic Stress Symptoms.

associated with worse medication adherence, greater likelihood
of virologic failure,”>”® and higher HIV-related mortality.”*
Findings from a systematic review and meta-analysis found
that WLWH with a history of intimate partner violence had
significantly lower odds of using and adhering to ART and
achieving viral suppression.'® Further, trauma has been impli-
cated in high-risk acquisition or transmission behavior for
women with or at risk for HIV infection internationally.”>%°
Given the high prevalence of depression and trauma in
WLWH, their shared association with HIV disease progression
and transmission are of critical concern.

Anxiety

In addition to depression and posttraumatic stress symptoma-
tology, prior research has found that WLWH report more
severe anxiety symptoms than HIV-negative women.>”° Clin-
ical levels of anxiety have been reported as high as 40% in the
U.S. and Canada.®'*** Anxiety disorders and severe anxiety
symptomatology tend to be more common among WLWH than
in men living with HIV as reported in studies from the U.S. and
Iran.** Anxiety in WLWH may be related to HIV-related
stigma.®? For women of reproductive age, worries over repro-
ductive health concerns such as fear of perinatal transmission
and perceived judgment regarding reproductive desires may
also be a source of anxiety.*? Anxiety among individuals living
with HIV has been shown to be related to disease progression
and lead to worse quality of life.* A summary of common
mental health conditions among WLWH can be found in
Table 1.

Mental Health Among Pregnant, Postpartum, and
Mothers Living With HIV

Pregnant and postpartum WLWH face additional challenges
with potential attendant mental health consequences. Preg-
nancy and the postpartum period are times of significant bio-
logical, social, and psychological changes for women®* and
women are at increased risk for depression, anxiety, obsessive
compulsive disorders, and postpartum psychosis in this

window.®>%¢ Many WLWH must also confront perceived
stigma from obstetric providers, disclosure of HIV-status as it
is related to the pregnancy, and stress regarding prevention of
perinatal HIV transmission, a study from Uganda found.*?
Moreover, violence and abuse do not abate with pregnancy
or birth. One prospective cohort study of pregnant WLWH in
the U.S. found that 9% experienced partner abuse or violence
during pregnancy or the postpartum.’’” A U.S.-based study
reported that women who experienced intimate partner vio-
lence during pregnancy have poorer ART adherence and take
longer to achieve viral suppression.®®

Prior international research has found more severe perinatal
depressive symptoms in WLWH with worse perceived social
support, stress, and internalized stigma.?***-*>°° While not all
study findings are uniform (see, for example,”’?), some U.S.
studies have found heightened levels of depression for perinatal
WLWH as compared to HIV-negative perinatal women,*"**
even after controlling for the somatic symptoms that are shared
by both pregnancy and depression such as fatigue and changes
in appetite.*” Two international meta-analyses of perinatal
depression in WLWH found 36-44% prevalence of antenatal
depression and 21-31% prevalence of postnatal depression,
assessed by positive screening or diagnostic clinical mea-
sures.”>?® A study of 273 pregnant and postpartum WLWH
at a HIV Perinatal Center in Los Angeles, found that women
with a CD4 nadir less than 200 cells/mm’ were 3 times more
likely to have a perinatal depression diagnosis than mothers
with a CD4 count above 500 cells/mm?.°* Depression and
anxiety during the perinatal period have implications for self-
care, care of the neonate, and prevention of perinatal HIV
transmission.”” Specifically, perinatal depression among U.S.
and Kenyan WLWH has been linked to suboptimal ART adher-
ence, substance misuse during pregnancy,’® and lower rates of
HIV care initiation.”” A systematic review and meta-analysis of
low, middle and high-income countries demonstrated that only
73.5% of pregnant women achieved optimal ART adherence.
Selected barriers to adherence included depression, alcohol and
drug use, and psychosocial issues.”® A comprehensive interna-
tional literature review looking at the mental health of HIV
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Seropostive women during pregnancy and postpartum period
concluded that psychiatric symptoms, especially depression
were widespread globally and clinical and structural interven-
tions were necessary.’’

Beyond the early postpartum period, parenting WLWH face
a number of stressors that can negatively affect their mental
health and quality of life. Parenting WLWH must balance car-
egiving responsibilities with their own HIV care.'® Among
parenting U.S. WLWH, experiencing both stressful life events
and parenting stress is associated with HIV treatment non-
adherence, specifically missed ART doses and missed medical
appointments.'®

Mental Health Treatment for Women Living
With HIV

Given the prevalence of stressors and mental health conditions
faced by WLWH and the connection between mental illness
symptoms and suboptimal disease management, accessible and
acceptable mental health interventions tailored to the unique
needs of this population are crucial. Despite this need, there is a
significant gap in evidence-based mental health interventions
for WLWH'?''% and disparity in mental health care access
and utilization. For example, it is estimated that less than half
of depressed WLWH in the U.S. are adequately treated.*’
When the need for mental health treatment for WLWH is met,
the benefits go beyond improvement in psychological symp-
toms. Two studies from the WIHS cohort demonstrated that
mental health service usage was associated with increased use
of ART and decreased mortality.””'** Some notable exceptions
have attempted to address this gap in mental health treatment,
incorporating stress management, cognitive-behavioral, and
supportive modalities. These are described below.

Management of Stress

Although the research on formal psychosocial mental health
interventions for WLWH is incomplete, there has been consid-
erable research on coping among this population. Coping beha-
viors such as self-care, stress management, cognitive flexibility,
and maintaining social support networks have been linked to
better mental and physical quality of life among WLWH in the
U.S.2027:67:105 pyrther, the coping behaviors of engaging in sup-
portive relationships and positive self-appraisal are associated
with psychological and spiritual growth in U.S. WLWH.'%%!'%7
Specifically, the type of coping in which a woman living with
HIV engages is predictive of medication adherence, with avoi-
dant behaviors associated with more missed doses and active
coping predictive of better adherence.*®'°® Spirituality and
prayer are also coping tools that WLWH use to combat stress
and distress.’*'°*!"% A study of 142 Puerto Rican WLWH in
New York City found that spirituality was protective against
depression and that self-esteem and sense of mastery mediated
the relationship between spirituality and depression.''!

Mental Health Treatment Studies: Psychosocial
Interventions

Effective, acceptable, and culturally competent mental health
treatments are necessary given the prevalence and specific
needs of WLWH. Much research has focused on treatments
that integrate psychosocial components into interventions for
improving antiretroviral medication adherence, other health
behaviors, or overall health,'!? as compared to interventions
with the primary aim of decreasing the burden of mental ill-
ness. Of the psychosocial interventions that have been tested
and reported for this population, many utilized evidence-based
approaches such as cognitive behavioral therapy techniques,
motivational interviewing, interpersonal effectiveness skills,
and relaxation.''? A summary of the published interventions
is depicted in Table 2.

Cognitive-behavioral interventions. Cognitive-behavioral interven-
tions for WLWH are the most frequently studied. One of the
most widely disseminated is the Stress Management and
Relaxation Techniques/Expressive Supportive Therapy
(SMART/EST) study.''® The SMART/EST study was a 3
stage, multi-site randomized trial designed to test the feasibility
and effectiveness of enhanced cognitive behavioral stress man-
agement. The study was conducted in several U.S. regionally-
diverse community health centers with participants who were
ethnically representative of WLWH, including a majority Afri-
can American, Latina, and Caribbean women.!* Cognitive
behavioral stress management includes cognitive-behavioral
and interpersonal skills training plus relaxation tailored to the
psychosocial needs of WLWH.""> In the SMART/EST study,
cognitive behavioral stress management was augmented with
an expressive and supportive component in a 10-week group
intervention. The intervention led to improved quality of life,
including improved cognitive functioning, decreased health-
related distress,''® increased positive well-being,''” and
increased emotion-focused coping related to medication adher-
ence.''® Participants in the enhanced cognitive behavioral
stress management intervention were found to have lower
depressive symptom severity at the end of treatment and at the
1-year follow-up assessment.''* Secondary analyses examining
specific components of the SMART/EST psychosocial inter-
vention found that women in the group intervention practicing
guided imagery had lower cortisol levels at post-tests compared
to pre-intervention levels.'?® Increases in CBT skills and
self-efficacy were inversely correlated with viral load and
depressive and anxious symptoms,''® even 1 year after the
intervention ended.'?'

The effectiveness of the SMART/EST intervention was
examined when led by community health center staff (versus
doctoral level psychologists and post-doctoral fellows).'??
While the authors acknowledge challenges to translating their
research to real-world health settings,'** they found compara-
ble effects between staff-led interventions and those led by the
mental health professionals,'*? opening the door to non-
traditional modes of this intervention. Despite its demonstrated
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efficacy, the SMART/EST study has limited generalizability as
an intervention targeting mental health. The study excluded
WLWH with active major depressive disorder.''®!'® Although
women were allowed to participate in the study after receiving
treatment, their initial exclusion limits the ability to draw con-
clusions about the SMART/EST intervention’s effectiveness as
a treatment for depression. In addition, the SMART/EST inter-
vention was only tested in inner-city community health clinics
and 60% of these sites had discontinued the program 2 years
post-study termination.'*> Thus, it is unclear if the program
could be sustainable without research funding or in non-
urban settings.

Several other studies have examined cognitive-behavior
based psychosocial interventions for WLWH. Brown and col-
leagues conducted a randomized controlled trial in the U.S.
testing a single session computerized stress management train-
ing against a waitlist control condition.'"** The intervention
provided psychoeducation on stress, information on cognitive
reappraisal of stressors, coping strategies, relaxation training,
and motivational interviewing. Participants were also given a
workbook of activities and a relaxation CD to practice at
home.'** The women in the intervention had significantly
greater knowledge of stress management techniques but no
changes in their perceived stress, depressive symptoms, or cop-
ing self-efficacy as compared to the waitlist condition.'** The
authors attribute this lack of significant changes to the single
session intervention being too low of a dose or the follow-up
period being too short. They hypothesized that it may take
longer than 1 month for changes in coping to be detectable.'**
Another intervention for WLWH with cognitive behavioral
techniques is mindfulness-based cognitive therapy (MBCT).
It is an 8-week group intervention that incorporates formal and
informal mindfulness practices with cognitive therapy tech-
niques.'*>'2¢ MBCT was originally designed as an intervention
to prevent depression relapse.'® One research group in Iran
tested this among WLWH and found that it improved partici-
pants’ quality of life and decreased their sense of loneliness
compared to a control group of WLWH who did not receive the
intervention.'?” However, this study did not measure the inter-
vention’s effect on mental illness symptomatology, including
depressive symptoms. Further, the authors excluded women
receiving treatment for “psychological illness” (pp. 108). Thus,
as with the SMART/EST study, it is not possible to generalize
the findings of this study to interventions for WLWH with
active mental illness.

Due to the high prevalence of trauma among WLWH, some
cognitive-behavioral interventions have attempted to address
the unique needs of WLWH with posttraumatic stress symp-
toms. The group intervention, Living in the Face of Trauma (L.
I. F. T.) was designed for individuals living with HIV with
childhood sexual trauma histories to improve coping and
reduce posttraumatic stress symptoms.'?® Intervention groups
were either all-male or all-female and took place at community
health care clinics in New York City. Women in the interven-
tion were invited to 15 sessions of a weekly coping skills group
that provided psychoeducation, adaptive problem-focused and

emotion-focused coping skills application, and group process-
ing. The skills taught included cognitive-behavioral techniques
such as cognitive restructuring, communication, and decision-
making improvement, as well as trauma-focused techniques
like sharing trauma narratives and addressing the thoughts and
behaviors common to WLWH with sexual abuse histories.'*’
The authors reported that there was variable attendance at the
intervention sessions with approximately 30% of intervention
participants attending fewer than two-thirds of sessions.'*®
Nevertheless, for both men and women in the L.I.F.T. inter-
vention, it was effective in reducing intrusive and avoidant
symptoms of posttraumatic stress'>® and for the WLWH, it
improved psychological well-being.'*’

Another cognitive-behavioral intervention for WLWH that
included a focus on trauma symptomatology was the Striving
Toward Empowerment and Medication Adherence (STEP-AD)
study.'*® Although the primary aim of the study was to improve
medication adherence, it employed cognitive behavioral
problem-solving techniques and coping skills for dealing with
trauma symptomatology and racial and HIV-related discrimi-
nation, along with skills to improve medication adherence. The
authors reported that women’s self-reported posttraumatic
stress disorder symptoms decreased over the course of the
study and, as such, concluded that STEP-AD was an acceptable
treatment for addressing trauma symptomatology.'*® However,
these findings were derived from a sample size of 5 U.S.
women, so there is a need for more rigorous studies of this
intervention in the future.

Supportive treatments. Supportive, peer-facilitated programs
have also been utilized in addressing the psychosocial and
mental health issues faced by WLWH. In these programs, hav-
ing WLWH as the program facilitators engendered credibility
and engagement in the intervention and decreased feelings of
isolation among the WLWH participants.'*'"'3? The credibility
piece has been particularly salient for interventions promoting
self-care and self-management of disease.'*!

Webel and colleagues conducted a randomized controlled
trial of a 7-session group self-management intervention led by
trained peer leaders following the Positive Self-Management
Program in a U.S. urban setting.'** The majority of sessions
focused on medication adherence and other health behaviors
but some dealt with cognitive symptom management, emotion
regulation, problem-solving, relaxation, and techniques to
manage depression.'*? Those in the intervention group demon-
strated better quality of life scores in the domains of HIV
mastery and disclosure worries but not in symptom manage-
ment."*? When discussing the lack of significance in their pri-
mary outcome, self-management, the authors noted that the
peer-facilitators in the study sometimes struggled with deliver-
ing the intervention, specifically with the wording of the
scripts. This highlights the importance of tailoring psychoso-
cial interventions to both facilitators and recipients. Despite
this limitation, the participants in the study felt the content was
helpful and the intervention fostered a sense of community.'*?
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The Women’s Empowerment Program (WEP) utilized a
dual-facilitator design to provide participants with expertise
in 2 areas of HIV-related self-care: 1) a nurse with extensive
knowledge in women’s health and HIV care and 2) a WLWH
peer facilitator with knowledge on self-management regarding
living with HIV."*! The study aimed to assess if the self-care
management program would lead to decreases in depressive
symptoms. WEP consisted of 4-hour sessions held once a
month for 4 months. The sessions included a communal meal,
small-group breakout sessions, role-playing, and didactic por-
tions covering social support, HIV-related information, self-
esteem, and self-care specifically designed for WLWH in the
U.S. Midwest."*! On average, participants experienced
improvement in feelings of social support and self-esteem, use
of self-care behaviors, and depressive symptoms, although the
changes in self-esteem and depression were not statistically-
significant. The authors attributed their non-significant find-
ings to the study’s small sample size (N = 34). Although the
results of this study were promising, WLWH participants pro-
vided feedback that they would have liked more program con-
tent surrounding emotional problems and depression.'*’

The UNITY program is another supportive intervention that
utilized workshops led by peer facilitators in an attempt to
reduce HIV-related stigma for African-AmericanWLWH. '
This 2-session program included group discussions and multi-
media on coping skills and social support exercises to deal with
stigma. This intervention’s efficacy was tested in a U.S.-based
randomized controlled trial. Although women in the interven-
tion demonstrated a decrease in illness-related stigma, the
reduction was not significant when compared to the study’s
control group that also exhibited reduction in stigma.'** The
authors hypothesized that peer support, which was present in
both the intervention and control condition, was more impor-
tant in combatting stigma than the HIV-specific education
delivered in the intervention.'?

Mental Health Treatment Among Pregnant
and Parenting Women Living With HIV

A series of interventions addressed improving the mental and
physical health of pregnant and parenting WLWH through their
support networks and families. One such intervention is struc-
tural ecosystems therapy which consists of a counselor meeting
with a woman living with HIV in her home and working with
her on improving support networks to better serve her
needs.'**!'?° Studies of structural ecosystems therapy con-
ducted in the U.S. have shown it to be efficacious in reducing
psychological distress and family-related hassles.'?*!'3?
Authors of some studies, however, note the logistical difficulty
in conducting in-home sessions with WLWH and their families
and lower than expected engagement rates of WLWH. 3413
Another home-visit intervention involved nurses conducting
sessions on self-care symptom management with African-
American mothers living with HIV in the U.S."® The sessions
covered stress and concerns of the mother, cognitive reframing,
self-care, and HIV symptom management.'*® A randomized

controlled trial of this intervention found that compared to a
usual care condition, women receiving the sessions reported
less stigma and improved physical functioning.'*® Although
the women in the intervention did not demonstrate significant
reductions in overall depressive symptom severity, there were
significant reductions in their symptoms of depressed/dejected
mood and tense/anxious mood.'*® The authors of the study
reported high participant attrition (approximately 40%) but it
is unclear if WLWH dropped out during the intervention or
research follow-up period.

In another intervention for mothers living with HIV, women
and their adolescent children attended group sessions sepa-
rately for half of the intervention and together for the other
half. The mothers’ group aimed to improve parenting and
health behaviors and decrease mental health issues through
coping with illness, emotions, and disclosure.'*”"'** When the
intervention was tested in New York City in the 1990s, they
found significantly lower depressive and anxious symptoms at
both 15 months and 2 years after the end of the intervention'®
but these results were not replicated in another study of the
same intervention in Los Angeles 10 years later.'>” When
accounting for the inconsistency in outcomes, the authors of
these studies underscore the changing demographics of women
living with HIV and HIV-related services and treatment avail-
able at the time of the 2 studies.'*’

Mental health treatments for pregnant and postpartum moth-
ers living with HIV have primarily been provided as part of
prevention of mother-to-child transmission interventions or as
an adjunctive piece to usual HIV care.'**'*! The majority of
psychosocial interventions for pregnant WLWH targeted
depressive symptoms, although one mobile-based intervention
in Nigeria used Acceptance and Commitment Therapy tech-
niques in an attempt to improve psychological flexibility.'*!
Other perinatal programs in Tanzania, South Africa, and Thai-
land used psychosocial support as their main form of treat-
ment, 314142 o ften complementing psychoeducation on
disease management, skill building, and if and how to disclose
their HIV-positive status to their support networks.'?%!4?
Despite the reported improvements in psychosocial outcomes,
several perinatal studies noted participant attrition in their dis-
cussion of study limitations."**"'*° The authors attributed this in
part to systemic barriers such as women not being able to attend
treatments due to lack of flexibility in their schedules from
work and other commitments and from fear of unintended dis-
closure by attending the intervention at the health clinic.'?%!4°

Mental Health Treatment Among Women of Trans
Experience

Women of trans experience have an estimated 14% prevalence
of HIV and high rates of depression symptomatology (44%)
and trauma experiences (56%).'*> They tend to have worse
self-reported mental health than cisgender women'** and cis-
gender men living with HIV.'*> Although there are instances of
psychosocial interventions recruiting trans men and women,'*®
there is limited research on interventions for women of trans



12

35 of 60

Journal of the International Association of Providers of AIDS Care

experience or what the outcomes are for this specific group of
women. One exception is a pilot study in the U.S. which
evaluated the Seeking Safety group therapy intervention on
substance use and posttraumatic stress symptoms.'*® Through
12 weekly group sessions focusing on cognitive, behavioral,
and interpersonal concerns associated with trauma and sub-
stance use, enrolled women saw reductions in posttraumatic
stress, alcohol abuse, and drug abuse symptom severity.
Although it is difficult to draw sweeping conclusions about this
intervention due to the pilot study’s small sample size (N = 7),
the combination of social support and therapeutic skills
appeared to be beneficial.'*

Psychopharmacologic Treatment of Mental lliness
Among Women Living With HIV

In addition to psychosocial and psychotherapeutic treatments,
psychopharmacologic treatments for psychiatric disorders can
be helpful, ideally in combination, or alone for WLWH. When
the psychiatric disorder is more severe, the role of psychophar-
macology can be an important addition to psychotherapeutic
interventions. For major depressive disorder in particular, the
combination of therapy and antidepressant medication is asso-
ciated with better ART adherence as demonstrated in an inter-
national meta-analysis of 12,000 adults with HIV'*" and a U.S.
multi-center study of 2,628 WLWH.'*® In another U.S.-based
study looking at psychopharmacologic treatment for depressive
symptoms in people living with HIV/AIDS, greater adherence
to psychopharmacologic treatments regardless of medication
class was positively associated with higher ART adherence and
mediated the association between depressive symptoms and
ART adherence.'*’

For pregnant WLWH, untreated symptomatic psychiatric
disorders can have a deleterious effect on the pregnancy and
mother. Thus, effective treatment is imperative. For major
depressive disorder, a class of antidepressant medications, the
selective serotonin reuptake inhibitors (SSRIs) are often used
due to their tolerability and safety profiles. These medications
have a reassuring safety profile in pregnancy,'>® breastfeed-
ing,'*! and in combination with ART.'>* There is a randomized
controlled trial in progress in Uganda comparing the effects of
an evidence based depression care model versus usual care on
adherence called M-DEPTH. This study will incorporate a
stepped up care continuum with psychotherapeutic and psycho-
pharmacologic interventions including SSRIs.'?

There are few published studies on psychopharmacologic
treatments and their effect on mental illness that are specific
to individuals living with HIV.'>* Instead, many studies from
the general population have been extrapolated to inform clin-
ical practice. For WLWH, there are specific gaps in evidence
pertaining to pharmacotherapy. The first is potential drug-drug
interactions between antiretroviral medications and antidepres-
sants, anxiolytics, antipsychotics, mood stabilizers, or other
medications for psychiatric illness.'>® It is always important
to review drug-drug interactions whenever prescribing any

medication to understand the treatment implications while bal-
ancing the risks. Every medication will have a different profile
and potential effect on the cytochrome P450 isoenzymes.'®
Another consideration is the mental health treatment prefer-
ence of each individual woman living with HIV while provid-
ing the most informed treatment recommendations for their
condition. In the U.S., for example, African Americans and
Latinas are less likely than their white counterparts to find
antidepressant medications acceptable.'>”'*® Although antide-
pressant use in the U.S. increased for African-American and
Hispanic individuals over a decade from the 1990s to 2000s,
they were still far less likely to take such medication compared
to their white counterparts.'>® Given the extant racial and eth-
nic disparity in HIV prevalence,? psychopharmacologic treat-
ment for WLWH requires attention to these patient preferences
to optimize adherence and self-efficacy.

Discussion

WLWH experience a greater burden of mental health condi-
tions and symptomatology compared to the general population,
women without HIV, and men living with HIV. Mental health
issues in WLWH, particularly depression, posttraumatic stress,
and anxiety are associated with a decreased quality of life and
worse HIV-related health outcomes. Due to the connection
between mood and anxiety symptoms and negative HIV-
related health outcomes, several health interventions have
incorporated psychosocial aspects such as cognitive reappraisal
and stress management into routine HIV care. However, there
have been few researched interventions with the primary aim of
addressing mental illness in WLWH.

There is a large research base showing that depression is
commonplace among WLWH, with harmful consequences for
social, occupational, and familial functioning. It has also been
linked to poor HIV management including ART adherence and
worse disease progression. Yet few psychosocial interventions
have specifically addressed treatment of active depression in
WLWH and even fewer have been shown to be effective in
reducing depressive symptoms. Some notable studies that
addressed depressive symptomatology did not include WLWH
with major depressive disorder in their samples so results can-
not be extrapolated to women with depression.''®!'® Given the
high rate of major depressive disorder, this constitutes a critical
gap in the knowledge-base of mental health interventions for
WLWH.

While access to mental health treatment specific to the
needs of WLWH in general is inadequate, there is also a lack
of research on mental health treatment for specific groups of
WLWH. The periods of pregnancy and the postpartum see an
increase in stress, depression, and anxiety for women and
engender additional stressors regarding disclosure, prevention
of transmission to baby, and stigma for WLWH. Research on
perinatal mental health conditions for WLWH has been done
primarily in Africa. The majority of research has been done as
part of transmission prevention programs, rather than as direct
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mental health interventions. Another group with a dearth of
research is women of trans experience. Although the research
on HIV among transgender women has grown exponentially in
recent years, studies on mental health treatment for transgender
women have not. Little is known on how psychosocial inter-
ventions could benefit transgender WLWH with mental health
issues.

Existing research demonstrates that psychosocial interven-
tions can be beneficial for WLWH. Interventions that target the
unique needs of WLWH such as decisions regarding disclosure
of HIV serostatus, intersectional stigma, and coping with med-
ical symptom management have demonstrated improved quality
of life. Group interventions that offer a peer-support component
have been shown to be acceptable to WLWH. Indeed, improving
the support networks, whether it be family or other WLWH, can
help to improve mental health in this population.

Despite the existing research on mental health and mental
health interventions for WLWH, more work is necessary to
adequately address the needs of this population. Future
research should examine how the mental health of WLWH
compares to women living with other chronic medical condi-
tions as this may illuminate the role of HIV sequelae in mental
illness and targets for mental health interventions. In regard to
mental health interventions for WLWH, several questions
remain. First among these is what types of mental health inter-
ventions are effective for WLWH who present with clinically
significant mental health issues. Limited research has focused
on mental health-specific interventions that are feasible, accep-
table, and accessible for WLWH. Second, as demonstrated in
this review, several interventions with psychosocial compo-
nents for the health of WLWH have been shown to be effica-
cious in controlled research settings. However, much less
research has focused on implementation: whether these studies
of efficacy translate to effectiveness when implemented in real-
world settings. Prior research has illustrated the harmful effect
of HIV-related stigma on mental health and how some inter-
ventions have tried to address this construct; Very little mental
health intervention research has examined how to overcome the
additional stigma of mental illness and mental health treatment
among WLWH. For instance, wellness and exercise-based
interventions may carry less stigma than traditional mental
health interventions and have been shown to improve depres-
sion and quality of life in people living with HIV, but there is a
lack of this research among WLWH.'60-1¢1

We know that the burden of mental health issues is great
among WLWH and that supportive and cognitive-based com-
ponents of health interventions have shown promise for
addressing these issues. We also know that pharmacotherapy
may be an effective approach in some cases, but studies on
acceptability and health systems approaches to increasing
access to psychopharmacology within the existing HIV care
delivery system are lacking. In summary, research targeting
mental health, particularly through the lens of dissemination
and implementation is warranted to fill the extant gaps in
services for WLWH.
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Abstract

The Patient-centered HIV Care Model (PCHCM) integrated community-based pharmacists with
medical providers and required sharing of patient clinical information and collaborative therapy-
related action planning. We determined the proportions of participants with HIV and mental health
conditions who were retained in care and the proportion virally suppressed, pre- and post-
implementation. Overall, we found a relative 13% improvement in both retention (60% to 68%
[p=0.009]) and viral suppression (79% to 90% [p<0.001]). Notable improvements were seen
among persons triply diagnosed with HIV, mental illness and substance use (+36% [50% to 68%,
p=0.036] and +32% [66% to 86%, p=0.001] in retention and viral suppression, respectively).
There were no differences in the proportions of persons adherent to psychiatric medications, pre-
to post-implementation, nor were there differences in the proportions of persons retained in care or
virally suppressed by psychiatric medication adherence, post-implementation. PCHCM
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demonstrated that collaborations between community-based pharmacists and medical providers
can improve HIV care continuum outcomes among persons with mental health conditions.

Abstract

Resumen

El modelo de atencidn para el VIH centrada en el paciente (PCHCM) integr6 a farmacéuticos de la
comunidad y a proveedores médicos, y requirié compartir la informacidn clinica del paciente y
planificar medidas colaborativas relacionadas con la terapia. Determinamos las proporciones de
participantes con VIH y afecciones de salud mental que permanecieron bajo atencién médica y la
proporcion de quienes habian logrado la supresion viral, antes y después de la implementacion. En
lineas generales, hallamos una mejoria relativa del 13% tanto en la permanencia bajo atencion
médica (60% a 68% [p=0.009]) como en la supresion viral (79% a 90% [p<0.001]). Se observaron
mejorias notables entre personas con diagndstico triple de VIH, enfermedad mental y consumo de
sustancias (+36% [50% a 68%, p=0.036] y +32 % [66% a 86%, p=0.001] en la permanencia bajo
atencién médica y la supresién viral, respectivamente). No hubo diferencias en las proporciones de
personas con adhesion a los medicamentos siquiatricos, desde antes hasta después de la
implementacion, ni tampoco diferencias en la proporcion de personas que permanecieron bajo
atencién médica o con supresion viral por su adhesion a los medicamentos siquiatricos, después de
la implementacion. EI PCHCM demostr6 que las colaboraciones entre los farmacéuticos de la
comunidad y los proveedores médicos pueden mejorar los resultados del proceso continuo de
atencién para el VIH entre personas con afecciones de salud mental.

Keywords

HIV; mental disorders; retention in care; sustained virologic response; Patient-centered HIV Care
Model

Palabras clave

VIH; trastornos mentales; permanencia bajo atencion médica; respuesta viroldgica sostenida;
modelo de atencidn para el VIH centrada en el paciente

Introduction

Mental health disorders are prevalent among persons with HIV; an estimated 63% of persons
with HIV have a mental health disorder compared to 31% of persons without HIV. (1, 2)
Depression, in particular, is common among persons with HIV with an estimated prevalence
of 20% to 40%. (3, 4)] Comorbid depression is associated with poorer outcomes along the
HIV care continuum. Persons with HIV and depression are less likely to be retained in HIV
care (5), adherent to antiretroviral therapy (ART)(6, 7), and virally suppressed. (8, 9) Also,
depressive symptoms have shown a dose-response relationship to missed clinical
appointments and virologic failure. (10)

Although most studies of HIV and mental illness focus on depression, the estimated
prevalence of and association with other mental health conditions is high. For example,
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prevalence of generalized anxiety disorder and post-traumatic stress disorder is estimated at
16% and from 10% to 74%, compared with 2% and 8% among the general population,
respectively. (11) Additionally, HIV has been associated with increased risk of schizophrenia
and acute psychosis, particularly in the first few years after HIV diagnosis. (12) While the
association of depression and HIV care continuum outcomes is well documented (5-10), the
associations of care continuum outcomes and other mental health conditions (e.g., psychotic
disorders, bipolar and other mood disorders) have shown mixed results. (7)

Potentially compounding the effect of mental illness on HIV outcomes is concomitant
substance use. Like mental illness, the prevalence of substance use disorder among persons
with HIV is high at an estimated 48%. (13) Further, the United States Substance Abuse and
Mental Health Services Administration (SAMHSA) estimates that nearly one-quarter of
persons with HIV, in the United States, need treatment for illicit drug or alcohol use. (14)
Substance use or dependence is, by itself, associated with poor retention in HIV care and
virologic failure (15, 16); these effects may be exacerbated by the co-occurrence of mental
health disorders. In fact, several studies have shown that co-occurring psychosocial or
“syndemic” factors (in particular, mental illness, alcohol and substance use, childhood
sexual abuse, and intimate partner violence) increase risk of poor HIV viral suppression,
poor retention in care, ART nonadherence, and mortality. (12, 17-22) Syndemic health
problems occur when multiple health conditions act synergistically to contribute to excess
disease burden in a population. (20)

Given the high prevalence of comorbid mental health conditions among persons with HIV
and evidence that these conditions adversely affect health outcomes, interventions that
improve outcomes among this population are necessary. As such, we used data from the
Patient-centered HIV Care Model (PCHCM), a ten-site demonstration project, to conduct a
sub-analysis of model outcomes. In previous analyses of project outcomes, the PCHCM was
found to improve retention in HIV care and viral suppression among the entire participant
cohort by a relative 13% and 15%, respectively. (23, 24) This sub-analysis sought to answer
the following questions: 1) Does the model improve retention in care and viral suppression
among persons with HIV and mental health conditions? 2) Does the model improve
adherence to psychiatric medications? and 3) Do persons with HIV and mental health
conditions, who adhere to their psychiatric medications, have better retention in care and
viral suppression than those who are non-adherent or not on psychiatric medications?

Patient-centered HIV Care Model

The Patient-centered HIV Care Model integrated community-based pharmacists with
primary medical providers for patient-centered HIV care. The PCHCM was implemented
between August 2013 and September 2016 at ten project sites within the United States
(Albany, GA; Chicago, IL; Fort Lauderdale, FL; Kansas City, MO; Miami, FL; New York,
NY:; Palm Springs, CA; Philadelphia, PA; St. Louis, MO; and Washington, D.C.). Each
project site was comprised of =1 community-based HIV specialty retail pharmacy partnered
with a medical clinic. A convenience sample of 765 participants was enrolled in the project;
each participant received between 12 and 24 months of model services.
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The PCHCM and the main outcomes for the entire participant cohort are described in detail
elsewhere. (23, 24) In brief, the model built upon the existing Medication Therapy
Management (MTM) model and included additional services. Medication Therapy
Management broadly includes a range of pharmacist-led services meant to optimize
therapeutic outcomes. (25) These services may include: comprehensive or targeted review of
medications for indication, effectiveness, safety and adherence; adherence counseling or
other support; and patient education. The PCHCM built upon MTM by requiring: 1) clinic
medical providers to share patient clinical information with pharmacists and 2) collaborative
action planning to address identified therapy-related problems. The pharmacists’ review of
patient clinical information (e.g., HIV viral load, CD4 and drug resistance test results,
medical problem lists, and failed medication regimens) enabled the pharmacists to most
effectively conduct MTM. In addition, the pharmacists proactively monitored patients’
prescription refill patterns and laboratory test results and provided individualized adherence
support. The pharmacists then worked closely with the clinic medical providers (e.g., HIV
physicians, physician assistants, nurse practitioners) and/or patients to develop plans to
address therapy-related problems identified through the pharmacists’ activities. Patients
were scheduled for quarterly follow-up with the pharmacists. At each patient visit with the
pharmacist, the patients’ ART was reviewed; other comorbid conditions were reviewed
when deemed clinically necessary by the pharmacist. No formalized practice agreements
were established between pharmacists and prescribers. The Office of Research Compliance,
on behalf of the Institutional Review Board of the University of North Texas Health Science
Center, determined the project met criteria for exempt status (exempt category:
demonstration projects designed to study public benefit or service programs).

Mental health cohort

A person was considered to have a mental health condition if they had a mental health
diagnosis within the pre-implementation clinic record (up to 24 months prior to project
enrollment) or had filled =1 prescription for a medication within the Medi-Span® Generic
Product Identifier (GP1) major class of “antidepressant,” “antianxiety” or “antipsychotic,” in
the pre-implementation period. Non-psychotic mental health conditions were defined as a
diagnosis of adjustment disorder, anxiety disorder, bipolar disorder, depression, dysthymia,
panic disorder or post-traumatic stress disorder or =1 prescription fill for an antidepressant
or antianxiety medication, in the pre-implementation period. Psychotic mental health
conditions were defined as a diagnosis of schizoaffective disorder, schizophrenia,
schizophreniform disorder or psychotic disorder (not otherwise specified) or =1 prescription
fill for an antipsychotic medication, in the pre-implementation period. Substance use was
defined by documentation of substance use, abuse or dependence in the pre-implementation
clinic record and included illicit (including marijuana) and controlled substances and
alcohol.

Retention in care

The proportion of persons with HIV and a mental health condition who were retained in care
was calculated, pre- and post-model implementation. Retention in care was defined as =1
medical visit with a physician, nurse practitioner, or physician assistant, in each 6-month
period of a 12-month measurement period with a minimum of 60 days between medical
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visits. (26) Retention was measured from 12 months prior to (and included) the enroliment
date (pre-implementation) and from one day after the enrollment date to 12 months forward
(post-implementation). Persons were included in the analysis if they had a documented HIV
diagnosis or evidence of HIV diagnosis (e.g., HIV viral load test result) =12 months prior to
the enrollment date. A person was excluded if there were no recorded date(s) for clinic visits
in the pre-implementation period. (23)

Viral suppression

The proportion of persons with HIV and a mental health condition who were virally
suppressed was calculated, pre- and post-model implementation. Viral suppression was
defined as an HIV viral load of <200 HIV RNA copies/mL at the last test in the 12—month
measurement period. (26) In the pre- and post-implementation periods, the /ast viral load test
was the viral load test result closest to and furthest from the enrollment date, respectively.
Measurement periods were the same as those used for the retention analysis. (24) Persons
were included in the viral suppression analysis if they had =1 viral load test result in the
measurement period.

Adherence to psychiatric medications and therapy-related issues

Adherence to psychiatric medications was based on the Proportion of Days Covered (PDC).
The PDC is a pharmacy claims-based metric that determines the proportion of days for
which a person has medication available during a measurement period. The PDC is
calculated by dividing the number of days a person has medication during the measurement
period by the length of the measurement period; adjustments are made for fill days’ supply
and for days with overlapping medication supply. (27)

Adherence was defined as a PDC =0.80 and calculated pre- and post-model implementation.
(28) A PDC was calculated, for each medication, from the date of the index fill to the date of
the last fill in the 12 months pre- and post-model implementation. For each medication,
persons were included in the analysis if they filled prescriptions that covered at least 90 days
within the 12 months pre- and post-implementation. Prescriptions for benzodiazepines,
hydroxyzine and mental health medications with <30-day supplies, per prescription, were
excluded from the analysis; these medications were excluded to limit PDC calculations to
medications intended for long-term rather than short-term use.

Adherence was calculated for persons on medications within the following three drug
groupings: antidepressant and/or antianxiety medication(s) only; antipsychotic medication(s)
only; both antidepressant and/or antianxiety medication(s) and antipsychotic medication(s).
If, during the measurement period, more than one medication was filled within any of the
drug groupings, a PDC was calculated for each medication and adherence was based on the
average PDC. The overall mean PDC, PDC range and the proportion adherent was
calculated for each category of psychiatric medication, pre- and post-model implementation.
In addition, pharmacist identified psychiatric therapy-related problems and suggested
resolutions were determined.
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Retention in care and viral suppression by psychiatric medication adherence level

Censoring

The proportion of persons retained in care and the proportion virally suppressed were
determined by psychiatric medication adherence (PDC =0.80 and <0.80) within each drug
grouping. Persons with a diagnosis of depression, dysthymia or anxiety in the pre-
implementation clinic record but who never filled a prescription for an antidepressant/
antianxiety medication were included in a “not on therapy” level in the antidepressant/
antianxiety drug grouping. A “not on therapy” level was not included in the antipsychotic or
both antidepressant/antianxiety and antipsychotic drug groupings because of the small
number of persons diagnosed with a psychotic disorder who were not on therapy.

Persons were censored from the analyses at the first date that one of the following occurred:
person died, too ill (e.g., moved into hospice), moved out of area, transferred care to non-
project participating clinic or provider, incarcerated, voluntarily withdrew from project, or
transferred prescriptions to a non-project (or non-project network) pharmacy. If one of the
aforementioned conditions occurred but no date was recorded for the event, then the person
was censored one day after their last clinic visit. Two project sites did not collect censoring
data. For these two sites, persons were censored one day after the date of the last clinic visit
if a person had no clinic visit, HIV viral load, or CD4 test drawn for >6 months, but
continued to fill prescriptions at the project pharmacies in the last six months of the project
implementation period.

Statistical analysis

The proportion of persons with mental health conditions who were retained in care and the
proportion virally suppressed were modeled using log-binomial regression. Generalized
estimating equations (GEE) with an exchangeable working correlation structure accounted
for repeated measures. Overall, pre- and post-implementation retention and viral suppression
was compared by including the implementation period (pre- or post-) as the sole main effect
in the model. Similar comparisons were made within each level of the demographic and
other characteristics (e.g., category of mental health diagnosis and baseline substance use
diagnosis) by including the main effect terms for the implementation period and the
demographic or other characteristic, and an implementation period by demographic or other
characteristic interaction term. The relative percentage change in the proportion of persons
retained and virally suppressed was also calculated, pre- to post-model implementation. Pre-
and post-implementation mean PDC and the proportion adherent were compared using GEE
with normal and binomial distributions, respectively.

Lastly, multivariable log-binomial regression was used to calculate the relative risk (RR) and
95% confidence intervals of being retained in care and the RR of being virally suppressed by
psychiatric medication adherence category within each drug grouping, post-implementation.
The relative risks of retention and the risks of viral suppression in the non-adherent and “not
on therapy” groups were estimated relative to the risk in the adherent group. The RR
estimates for retention in care were adjusted for pre-implementation retention in care. In
cases where data were too sparse to generate stable estimates using log binomial regression,
we performed stratified contingency table analyses and computed the adjusted logit
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estimates of the RR with exact unconditional 95% confidence limits. The RR estimates for
viral suppression were initially adjusted for both pre-implementation viral suppression and
adherence to ART (defined as three antiretroviral medications [excluding boosters], as
outlined by treatment guidelines, or one of the following nonstandard regimens: lamivudine
used in combination with two other antiretroviral drugs or the combined use of darunavir/
dolutegravir/ritonavir (29, 30); an ART PDC of =0.90 was considered adherent (26)).
However, because approximately 90% of study participants were virally suppressed post-
implementation, the RR estimates were unstable due to sparse data. The RR estimates for
viral suppression were, therefore, stratified by drug grouping and left unadjusted.

Of the 765 persons enrolled in the project, 453 (59%) had a mental health condition in the
pre-implementation period and were included in this analysis. (Table I) Among these
individuals, the largest proportions were non-Hispanic black (36%), male (71%) and
Medicaid-insured (32%). The median age was 49 years (interquartile range: 40 — 56). The
majority (88%) had a diagnosis for a non-psychotic mental health condition and 15% had a
diagnosis for substance (alcohol or drug) use in the pre-implementation period. (Table 1) The
analytic cohorts are shown in Figure 1.

Psychiatric therapy-related issues and suggested resolutions

The largest proportion of psychiatric therapy-related issues identified by project pharmacists
were related to suboptimal therapy (12%), patient adherence (11%), and medical record
documentation (10%). Medical record documentation refers to updating the medical record
to reflect any changes to patients’ medical history or treatment (e.g., update patient
medication list to remove discontinued medications). The largest proportion of pharmacist
suggested resolutions to identified problems were medication modification (16%) and
medical record update (10%) (data not shown).

Retention in care

Overall, retention in care improved among persons with mental health conditions a relative
13% from 60% to 68% (p=0.009), pre- to post-model implementation. Increases in retention
in care were seen among persons who were: non-Hispanic black (+21%; 62% to 75%
[p=0.007]); female (+21%; 56% to 68% [p=0.036]); Medicare insured (+40%; 65% to 91%
[p=0.028]); covered by the Ryan White/AIDS Drug Assistance Program (ADAP) (+29%;
62% to 80% [p=0.023]); and diagnosed with baseline substance use (+36%; 50% to 68%
[p=0.036]). There were also substantial increases among persons with a psychotic disorder
(+31%; 59% to 78% [p=0.056] and persons covered by private insurance (+21%; 60% to
72% [p=0.207]) although these increases were not significant at the p<0.05 level. (Table I)

Viral suppression

Overall, viral suppression improved among persons with mental health conditions a relative
13% from 79% to 90% (p<0.001), pre- to post-model implementation. Increases in viral
suppression were seen within most demographic groups with notable improvements among
non-Hispanic black persons (+32%; from 64% to 84% [p<0.001]) and persons with a
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baseline diagnosis of substance use (+32%; 66% to 86% [p=0.001]). Viral suppression
improved a relative 20% (70% to 83%, [p=0.070]) among persons with a psychotic disorder
although this improvement was not significant at the p<0.05 level. (Table I)

Adherence to psychiatric medications

The mean PDC for each drug grouping was =0.80 in both the pre- and post-implementation
periods. Overall, there were no statistically significant differences in the mean PDC or the
proportions of persons adherent to psychiatric medications in any drug grouping, pre- to
post-implementation. (Table I1)

Retention in care and viral suppression by psychiatric medication adherence level

After adjustment for baseline retention in care, there were no statistically significant
differences in the proportion of persons retained in care by adherence level in any
psychiatric drug grouping (including persons not on therapy), post-implementation. There
were no statistically significant differences in the proportion of persons virally suppressed
by adherence level in any psychiatric drug category, post-implementation. (Table I11)

Discussion

The Patient-centered HIV Care Model increased both retention in care and viral suppression
among persons with HIV and co-morbid mental health conditions, a relative 13%. Post-
implementation, both the proportion retained in care and virally suppressed were higher than
national estimates for the general HIV population which are 57% and 60%, respectively.
(31) In addition, viral suppression improved among most demographic groups with the
overall proportion suppressed reaching 90%, a level which reached the Joint United Nations
Programme on HIV/AIDS (UNAIDS) viral suppression goal of 90% and surpassed the 2020
U.S. National HIV/AIDS Strategy viral suppression goal of 80%. (32, 33) Persons with a
baseline substance use diagnosis had notable improvements in both retention in care and
viral suppression. Noteworthy improvements were also seen among persons with a baseline
diagnosis of a psychotic disorder; although these differences did not reach statistical
significance at the p-value threshold of <0.05 (which was likely due to small sample size)
the improvement may, nonetheless, be clinically significance. The model did not improve
adherence to psychiatric medications. There was no association found between adherence to
psychiatric medications and retention in care or viral suppression which might be reflective
of high baseline psychiatric medication adherence.

Large improvements were seen in retention in care and viral suppression among persons
with co-occurring mental health condition(s) and substance use. These improvements are
meaningful because substance use is, by itself, associated with key determinants of health
outcomes such as ART non-adherence and immunosuppression (34) and because
psychosocial co-morbidities have shown a dose response relationship to poor HIV care
continuum outcomes (i.e., the greater number of syndemic factors the greater likeliness of
poor care continuum outcomes). (17, 18, 20, 21) Further, persons triply diagnosed with HIV,
mental illness and substance use have been shown to have lower viral suppression than
either persons with substance use only or persons with neither condition. (35, 36) For
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example, a cross-sectional study from seven HIV Research Network clinical sites
demonstrated that persons with HIV who had both mental illness and illicit drug use (Odds
ratio 0.66 [95% CI: 0.58 — 0.75]) or illicit drug use only (Odds ratio 0.77 [0.67 — 0.88]) had
lower odds of viral suppression compared with persons with neither condition. (35) Also,
HIV outbreaks among persons who inject drugs have resulted in large numbers of new
infections and rapid transmission. (37-39) A key goal of HIV outbreak response is to
quickly link newly diagnosed persons into care and to achieve viral suppression.
Collaborative models of care that improve viral suppression among this population can not
only improve the health of individuals with HIV but can help reduce transmission risk.

Although less is known about the syndemic effect of mental illness and substance use on
retention in HIV care, studies have shown an inverse relationship between substance use and
retention in care. (13, 40, 41) A study from the multisite Center for AIDS Research Network
of Integrated Clinical Systems found lower proportions of persons with substance use
disorder were retained in care (67%) compared to those without a substance use disorder
(76%). (13) Our study found that the PCHCM collaborative model increased retention in
HIV care a relative 36%, among persons with substance use and mental health conditions.

The PCHCM did not improve adherence to psychiatric medications. However, baseline
adherence to psychiatric medications was high with the mean PDC within each drug
category at =0.80. After adjusting for baseline retention in care we found no statistically
significant difference in post-implementation retention by adherence to any category of
psychiatric medication. However, the sample of persons non-adherent (or not on therapy) to
their psychiatric medication(s) was small; the viral suppression outcome showed similar
results.

The project analyses have limitations. First, we were unable to distinguish between episodic
and ongoing mental health conditions. However, we tried to minimize the inclusion of
persons with episodic or short-term conditions by excluding persons with prescriptions for
psychiatric medications meant for short term use (e.g., benzodiazepines, prescriptions with
less than 30-day supply). Utilization of mental health services has been associated with
retention in HIV care (5); we, however, were unable to account for this potential confounder.
The PDC measure is a proxy for adherence which measures the amount of time a person has
medication in hand not whether a person is taking their medication; adherence was,
therefore, likely overestimated. Substance use was determined by documentation of a
diagnosis of substance use or dependence in the baseline clinic record. The analysis did not
account for new substance use diagnoses (i.e., diagnoses during the post-implementation
period), the severity of substance use (e.g., use versus dependence), type of substances used
and did not distinguish between current and past use. Lastly, the PCHCM was a
demonstration project, not a research study; the pretest-posttest evaluation design is not as
rigorous as a study with control groups.

Conclusion

The Patient-centered HIV Care Model demonstrated a relative 13% improvement in both
retention in care and viral suppression among persons with HIV and mental health
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conditions. Further, both outcomes improved >30% among persons triply diagnosed with
HIV, mental illness and substance use. These improvements are significant because the
presence of complex syndemics, such as co-morbid mental illness and substance use, can
undercut the benefits of HIV care. Programs, such as the PCHCM, that require collaboration
between community-based pharmacists and primary medical providers and extend outside of
medical clinics settings can be successfully implemented to improve HIV care continuum
interventions among persons with HIV and mental health conditions.
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Figure 1: Flow diagram of inclusion in retention in care, HIV viral suppression and adherence
analyses among persons with HIV and comorbid mental health conditions, Patient-centered HIV
Care Model, 2014 - 2016, United States

& Adherence was calculated for persons with at least a total of 90 days’ supply (in a 12
month measurement period) of an antidepressant, antianxiety or antipsychotic medication,
excluding prescriptions for benzodiazepines, hydroxyzine and for <30-day supplies of
medications.

b Persons were considered to have a mental health condition if they had a mental health
diagnosis in the pre-implementation clinic record or had filled =1 mental health prescription
(for an antidepressant, antianxiety, or antipsychotic medication) in the pre-implementation
period.

¢ Persons were censored in the post-implementation period and were excluded from the
retention in care analysis. Persons were censored for the following reasons: 1 immediately
censored; 4 died; 2 too ill; 7 moved out of the area; 7 transferred care; 5 no longer able to fill
at project (or project network) pharmacy for insurance reasons; 2 transferred prescriptions to
a non-project (or non-project network) pharmacy. Two project sites did not collect censoring
data. For individuals from these two sites, persons were censored one day after the date of
the last clinic visit if a person had no clinic visit or HIV laboratory test drawn for >6 months
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but continued to fill prescriptions in the last six months of the project implementation
period; 5 persons were censored for this reason.

d Persons were censored in the post-implementation period and were excluded from the viral
suppression analysis. Persons were censored for the following reasons: 7 patients died; 3 too
ill; 10 moved out of area; 9 transferred care; 2 incarcerated; 10 no longer able to fill at
project (or project network) for insurance reasons; 5 transferred prescriptions to a non-
project (or non-project network) pharmacy. Two project sites did not collect censoring data.
For individuals from these two sites, persons were censored one day after the date of the last
clinic visit if a person had no clinic visit or HIV laboratory test drawn for >6 months but
continued to fill prescriptions in the last six months of the project implementation period; 6
persons were censored for this reason.

AIDS Behav. Author manuscript; available in PMC 2021 December 01.

55 of 60



56 of 60

Page 15

Byrd et al.

umouxun
1690 1 (68) ¥9 (88) 1L 1980 z- (29) €5 (89) 09 (02) 68 /painsuiun
9200 1 (26) 89 (88) 59 4240 0z (89) ¥ (6v) 8¢ (67) S8 aidninn
2500 LT (00T1) 62 (98) ve 1020 14 (z1) € (09) z¢ (6) 6€ 30URINSU| SYeALd
4dvav
€600 6T (¥8) v (0) €€ €200 6¢ (08) 6¢ (29) z¢ (eT) 6S [OHUM UeRY
0€0°0 0z (06) 22 (s ve 8200 oy (16) 62 (s9) 2z (8) L8 aIedIpaN
5000 14 (98) 00T (T2) 68 0050 9 (€9) 92 (69) 82 (ze) vv1 PIedIpsiN | ®dueJnsU| [edIPBIN
1800 L (88) L (09) ¥ 890 01- (02) 2 (82) 2 (@ ot JapuafsuelL
2€0°0 9T (z8) 9. (Tt eL 9€0'0 114 (89) T2 (99) v9 (22) ozT aewsa
100°0> 1 (e6) 9ve (e8) o€ 9900 14 (89) 281 (19) 187 (t2) gze aleN X8
80L°0 - (¥8) z¢ (98) 9¢ 2Lz0 91 (eL) og (€9) 62 (1) 6% UMOUNUN/IYI0
umouxun
880°0 9- (z6) G¥ (86) 87 0120 6T (29) se (29) og (1) a5 Adruys ‘suym
auedsiH
6100 1T (s6) v6 (98) 06 1€L°0 4 (99) 09 (¥s) ¥9 (62) 0T -uou ‘ayym
0v0'0 4! (86) ev (s8) Tv 0960 14 (01 ze (69) ¢ (1) vs oluedsiH
oluedsiH
700°0> z€ (¥8) GTT (¥9) 16 1000 114 (5) 8ot (29) v6 (9¢) g9T -uou joe|g Ayo1uyie/eoey
8000 6 (¥6) GLT (28) 6T 900 €T (89) geT (09) 8¢T (05) 922 05
1000 61 (28) g0t (L) z6 GIT0 ST (89) 88 (65) €8 (e€) 05T 6v-G€
90T'0 6T (z8) av (69) Ge €5€°0 zt (69) 8¢ (29) L (s1) 89 ve-Ge
9600 1L (98) 9 (09) ¥ T0L°0 LT (L9) v (29) v (@6 28T SLEINITE
100°0> €T (06) 62€ (62) 90¢ 6000 €T (89) 592 (09) 252 (00T) £5¢ [eloL
hm:_m>._u o20URUD 9% | mw\oﬁw%%%wou_ uﬁn_wvmm_mww%m_ hm:_m?a SBURUO % | mw\onw%\m,wm_wou_ unm\w,vmc.mmmwm_ Auo\ov u eloL onsuseleyd

u._E\mm_aoo 002> VYNY AIH

q

a1 Ul paurelsy

Author Manuscript

salelS Palun ‘9T0Z — #TOZ 'ISPOIA 818D AIH PaIsIusD-Jusied ‘dnstisloeseyd
Aq ‘uoneyuswia|dwi [spow-isod pue -aid passeiddns AjjeliA pue aJed ul paulelal 819Mm OYM SUORIPUOD U3esY [ejualu pue AIH Ynm suosiad jo uonJodold

‘I 81qeL

Author Manuscript

Author Manuscript

Author Manuscript

AIDS Behav. Author manuscript; available in PMC 2021 December 01.



57 of 60

Page 16

Byrd et al.

‘porsad uoneuawayduwi-aid ayy ur aduspuadap Jo asnge ‘asn (Bnup Jo [0yode) 2uBISGNS 4O SISOUBEIP B PUE UOIIPUOD Yi[esy [eluaw e yim suosiad sapnjoul,

‘porsad uonejuswaldwi-aid ayy ur uoredlpaw dnoydAsdiue 12
pa]|1} Oym suosiad pue pJodas d1uld auljaseq ay3 Ul (paly1oads asIMIBYI0 Jou) J1apJosIp 9130YdAsd 10 Japiosip wioyuaiydoziyds ‘eluaydoziyas ‘4aplosip aA1II84e0z1yds 1oy sisoubelp e ynm suosiad sepnjoul,

"JapJosip 9110yaAsd e Buiney se paziioBared alam AlsIxuenue/auessaldapliue ue pue UoRedIpawW d110ydAsdiue ue y1oq pajjl} Pey Oy Jo Japlosip o110yoAsd-uou e
pue Japiosip o110yaAsd e yioq Joy sisoubelp e pey oym suosiad ‘poriad uonejuswajdwi-aid ayy ur uondiosaid Alsixuenue/uessaidapiue T2 pajjly oym suosiad pue (JapJosip SSalls dljewnell-1sod Jo Japlosip
a1ued ‘eILASAP ‘Uoissaidap ‘1apiosip Jejodig ‘aplosip A1BIXuUe ‘4apIosip usWwisn(pe) p1odas d1U1jd BUIJaSE] 8yl Ul LOIIPUOD Yljeay [elusa 211oyaAsd-uou e Jo) sisoubelp e Jaylie Yylm suosiad mmu:_o:_c

‘welbold aoursissy Bnig saly = n_<o<m

‘|ang] Jojoey o1ydesBowap Aq (uoneiuswsa)dwi-isod pue -aid) swiy 1oy WIs) UONIRIBIUI Ue YlIM uoissaiBal [eiwoulq Boj Buisn parejnajed alam mm:_m?@

“abueyd abejusalad o>:m_mw_m

"abejusalad cE:_oob
"A|aA1108dsal ‘a1ep MaIAa) UOITRDIPaW BAISUBYIdWIOD 1SA1 BUI WOJY 1S3YLINY pUB 03 1S3S0|2 3|NSal Peo| [eIA 3y} Sem
1581 peO] [eJIA I5e] 8y} ‘spoliad uolreluswisjdwi-1sod pue -aid 8y} uj "poriad JUBWBINSEaW YIUOW—ZT 8y} Ul 158} Ie] 8yl Je Jwi/sa1dod WNY AIH 002> JO PeO] [eJIA AJH Ue Se paulap sem uoissaiddns e,

"pJeAIO) SLIUOW ZT 01 31ep JUsW||0JUd 3y} Jaije
Aep U0 WOJY painsesl Sem uolualal uonriuawa|dwi-1sod pue ayep Juawjjolus syl Buipnjoul pue 03 dn Buipes] syluow gT 8yl BuLInp painsesw sem uoljualal uoleiuawa|dwi-ald "SHSIA [edIPall Usamiaq
sAep 09 4O WNWIUIW & Y)Im poliad Juswainseal YIUoW-ZT € 40 poliad yiuow-9 yoes ul ‘yueisisse uelaisAyd Jo ‘Jauoninoeld ssinu ‘ueroisAyd e yaim JISIA [eaIpswl T Se pauljop Sem a1ed Ul :o_EEme
‘porsad uonejuswaldwi-aid ay) ul uonedIpaW

anoydAsdiue 1o Alpixuenue ‘uessaidapnue ue Joy uondiosaid T= paj|l pey 10 pJodal d1Uljd auljaseq sy} Ul sisoubelp yjeay [elusw e pey Asy) 41 UOIIPUOD YI[eay [elusil & aABY 0) PaIapISU0d d1om suosied,

7000 43 (98) 1§ (99) or 9€0'0 9 (89) o7 (09) T€ (s1) 29 SOA sisoubeip asn
100°0> 1T (06) 8.2 (z8) 99z 8500 0T (89) 52z (29) 122 (58) 98¢ ON | souelsqns auijeseg
,4epiosia
000 0z (€8) g (02) ze 9500 1€ (82) 8¢ (69) z€ (z1) 95 210YoAsd
QEEow_n_ sisoubelp
100°0> €T (16) v62 (08) v22 €700 1T (29) 222 (09) 022 (88) 26€ 2110yoAsd-UoN Jo AioBered
anfea-d | _abueyo o (%) u (L9 (%) u (28¢ anfea-d | _abueyo o (%) u (06 (%) u (Tzy %) U [e10
} ! El 4o % =u) dn-mojjo4 = u) auljaseq i _ 9 "o % =u) dn-mojjo4 = u) auljeseg An\& I=oL onsusoeRYD
on__(Emw_ao“V 002> VN AIH nES ul paurelay

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

PMC 2021 December 01.

in

available

AIDS Behav. Author manuscript



58 of 60

Page 17

Byrd et al.

‘A1aAnoadsal ‘sporsad dn-mojjo) pue auljaseq ayj Ul suoledipaw Jo saliofisled yloq

paj|is G8 pue 05 S[enpIAIpUI 88y JO {29 = U :porad uonejuawajdwi-isod 4o -a1d ay} Jayua Ul ‘suoiesIpal o10ydAsdiue pue suolresipaw Alaixuenueauessaidapiue paji oym suosiad Jo Jagquinu [elol ay ¢
‘AloAnoadsal ‘spotsad dn-mojjos pue auljaseq

3y} Ul uoneaIpaw Jo A10681e9 SIY) Paj|1y 0Z PUB 9T S[ENPIAIPUI 858U} JO ‘zZ = U :pouiad uoireiuawa)dwi-1sod Jo -a1d ayy Jaylia ul ‘Ajuo suoiredalpaw d1oyaAsdiue pajjiy oym suosiad Jo Jaquinu [eio} UL,

‘Ajannoadsal ‘spotsad dn-mojjoy pue auljaseq ay) Ul uoireslpaw

J0 A10B31e0 siyy pa)|1y 22T Pue 99T S|eNPIAIPUI 8S3U} 40 ‘TTZ = U :pouiad uoneluswsa|dwi-1sod 1o -aid ayy Jay ui ‘Ajuo suoneaipa A1a1xuenue/uessaidapiiue pajjiy oym suosiad Jo Jaquinu 10 E._.h

“abueyo abejusaiad m>:m_mmu

‘Juslaype palspisuod sem 08°0< Odd <Q

‘poriad JUsWAINSEaW YIUOW-ZT © UIYIM ]I} ISB| U} JO 31ep 8y} 01 81ep ||1} Xapul 8y} Woly parejnajed sem Jdd a8yl ‘suolredipaw jo saijddns Aep-oe>
10} pue au1zAxolpAy ‘sauidazeipozuaq Joy suondiiosaid Buipnjoxa ‘uoireaipaw anoyaAsdnue Jo A1sixuenue quessaidapiue ue jo Ajddns sAep 06 4O |B10] © I1Se] 18 Yl suosiad 10} parejnajed sem mocm_m%,qm

L0 e+ %08 9%8. 1900 (00'T - Z£'0) 88°0 (00T-T1€0) 280 | Pnoudhsdnuy B Aaixuenuyuessaidapnuy yiog
2080 0+ %S9 %05 9,20 (00T - 81°0) 98°0 (00T -210) 08°0 ponoudhsdnuy
9810 L+ %8 %6. L02°0 (00T -2£0) 060 (00T -820) 880 plIeIXuEnUYAUEssaIdapRUY
anjea-d %mcm;o % | o dn-mojjo4 | 94 aunjeseg | anpea-d | (sbues) uesy dn-mojjo4 | (sBued) uesyy auljeseg KaoBsred Bnug
now.om 2dd yum uonuodoad mmmcm\_ pue Dad uesiy

se1eIS PaluN ‘'9T0Z — ¥T0Z '[SPOIN 818D AIH Palaiusd-jusired uonejuswa|du
|[opow-1sod pue -aid ‘suonedipaw yieay feiuaw 01 (08'0< [DAd] palenod sAeq Jo uolodold) wualaype suosiad Jo uoiodoid syl pue adualaype ues|n

‘Il |1qeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

AIDS Behav. Author manuscript; available in PMC 2021 December 01.



59 of 60

Page 18

Byrd et al.

Author Manuscript

£090 | (ev'9'220°0) 9.£°0 %00T ¥T | weseype-uoN
- 31 %¢6 T9 | uslsypvy
anoydAsdiuy 7 Aleixuenuy/auessaidapnuy yiog
80€°0 (€€'T 'vOV'0) €€L°0 %.9 9 Juaisype-uoN
- 31 %¢6 €T | uslsypvy
onoydAsdnuy
2110 | (¥0°T'589°0) ¥¥8°0 %6L ge | Adesayr uoloN
8G€°0 (21°T'1€L°0) G060 %€8 ¥¢ | luslaype-uoN
- 31 %¢6 6CT | aidypy
ApIxuenuy/auessaldapnuy
anend | (1D %56) gAd p passaaddns Ajjedin o4 Hu q [3A8] 3dUBIBYPY £10Bayes Bnuq
(Twyse1dod 00Z> YN AlH) passasddns AjeiA
6760 | (68T '2vL0)20T %EL GT | juaeype-uoN
- 31 %SL 09 | usleypvy
anoydAsdiuy 7 Alvixuenuy/uessaidapnuy yiog
EVE0 (68'7 '885°0) 69'T %98 L Juslaype-uoN
- 13l %€8 ¢T | uslsypy
onoydAsdnuy
620 | (2€T'0680) TT'T %69 62 | Adesayr uoloN
€10 | (62T '169°0) EV6'0 %9 Gz | 1waseype-uoN
- 3l %89 LZT | Waisypy
ApIxuenuyauessaldapnuy
anfen-d hA_U %56) L p?IE? Ul PaUIEIal 96 U | glenel euassupy £10Baye0 Brug

e

aJed Ul paule1ay

S31e1S PalUN ‘9T0Z — ¥TOZ ‘I9POIN 818D AIH palaiusd-1usiied ‘|ans| aduaiaype pue Alobiared Bnip
Aq ‘uonreiuawsajdwi-1sod passaiddns Ajjesia uoniodouad ay) pue aJed ul paulelal alam oYM SUOIIPUOD Uljeay [elual pue AlH Yyiim suosiad Jo uoniodoid

M slgqeL

Author Manuscript

Author Manuscript

Author Manuscript

AIDS Behav. Author manuscript; available in PMC 2021 December 01.



60 of 60

Page 19

Byrd et al.

"paisnipeun ale sayewiss dy ay (uonedipaw
ou3e1YdAsd J1ayy 03 Jualaype suostad Buowe ysi 8yl 01 aAleal  Adesayl uo 1ou,, 10 Jusiaype-uou suosiad Buowe uoissaiddns [eJIA JO XSI *a'1) |9A8] 8duaIaype Ag uoissaiddns [RJIA JO XSLI aAIe[a) = EER

"[eAJ8}UL BOUSPIUOD = _nw~
"31ed Ul UONUSIaI duIjaseq Joj paisnipe aiam sajewisa Yy ay} ‘(uoneoipaw
au1e1ydAsd J18y) 03 Juasaype suostad Buowe ysi 8yl 01 aAneal  Adesayl uo jou,, 10 Jusiaype-uou suosiad Buowre ased ul uonuslal JO XSI “*a'l) [9A8] 8duaIaype Ag 84ed Ul Uo1Ua)al JO YSL aAIe[a) = EEN

‘|aAs] B0UBIBYpPE Yoea UIynm passaiddns Aj[eaiA 1o a1ed ul pauress suosiad o co_togo_n_h

"|aA3] BouBIBYpE Yoes Ul suosiad Jo Jsquinu UL

‘pouiad juswaInseaw ay} Burnp uoneslpaw yieay [ejuaw e Joy uondiosaid e pajjy JaAau oym (UOIIPUOD Y[eay [elusw pigJow-02 Jaylo Aue Inoynm) Alaixue

J1o/pue elwAyisAp Jo uoissaidap o sisoufielp e yum suosiad papnjoul [9As] Adelayi uo jou,, 8y JusIsype-uou palspisuod sem 08'0> DAd V "08°0< DAd B Se pauljap Sem a2uaIaypy "poriad Juswiainsesw
LUOWI-ZT By UIYMM |]13 1SB| BU} JO a1ep ay} 03 d1ep |[1} Xapul 8y} WoJj pale|naed sem Ddd ayL "(Dad) palanod sAeq Jo uoilodolid ay) Se painseswu Sem aduaiaypy ‘suoieaipaw Jo saijddns Aep-oe>

10} pue au1zAxolpAy ‘sauidazelpozuaq Jo} suondiiasaid Buipnjoxa ‘uoireaipaw dnoyaAsdiue Jo A1sixuenue quessaidapnue ue jo Ajddns sAep 06 4O |BI0} © 1Se3] 18 UM Suoslad 10} parejnojes sem mocemccd\a
"pJemIoy SUyIUOW ZT 03 8lep Juswjoius

3y} Ja)e Aep au0 WO} Panseaw Sem uonualas uoleluswajdwi-1sod pue ajep juawijoua sy} Buipnjoul pue o3 dn Buipes] syluow ZT ay3 Bulinp painseaw Sem uonualas uoneuswa|dwi-ald "SHSIA [eaIpaw
U8aM1ag SAep 09 4O WNWIUIW © YIIM poliad Juswiainsesl Yiuow-zT e Jo pouiad Lluow-9 yaes ul ‘uessisse ueidisAyd Jo ‘Jsuonnoeid asinu ‘ueldisAyd e yiim USIA [eIpaWl T Se paulyap Sem aJ4ed ul co_E&mmm

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

PMC 2021 December 01.

in

available

AIDS Behav. Author manuscript



	01 2122 MentalHealth SvcCat - SS
	02 TRG 2019 Chart Review MH
	03 AJMC_08_2020_Scroggins final
	04 jia2.25556
	Outline placeholder
	jia225556-tbl-0001
	jia2sup25556-bib-0001
	jia2sup25556-bib-0002
	jia2sup25556-bib-0003
	jia2sup25556-bib-0004
	jia2sup25556-bib-0005
	jia2sup25556-bib-0006
	jia2sup25556-bib-0007
	jia2sup25556-bib-0008
	jia2sup25556-bib-0009
	jia2sup25556-bib-0010
	jia2sup25556-bib-0011
	jia2sup25556-bib-0012
	jia2sup25556-bib-0013
	jia2sup25556-bib-0014
	jia2sup25556-bib-0015
	jia2sup25556-bib-0016
	jia2sup25556-bib-0017
	jia2sup25556-bib-0018
	jia2sup25556-bib-0019
	jia2sup25556-bib-0020
	jia2sup25556-bib-0021
	jia2sup25556-bib-0022
	jia2sup25556-bib-0023
	jia2sup25556-bib-0024
	jia2sup25556-bib-0025
	jia2sup25556-bib-0026
	jia2sup25556-bib-0027
	jia2sup25556-bib-0028
	jia2sup25556-bib-0029
	jia2sup25556-bib-0030
	jia2sup25556-bib-0031
	jia2sup25556-bib-0032
	jia2sup25556-bib-0033
	jia2sup25556-bib-0034
	jia2sup25556-bib-0035
	jia2sup25556-bib-0036
	jia2sup25556-bib-0037
	jia2sup25556-bib-0038
	jia2sup25556-bib-0039
	jia2sup25556-bib-0040
	jia2sup25556-bib-0041
	jia2sup25556-bib-0042
	jia2sup25556-bib-0043
	jia2sup25556-bib-0044
	jia2sup25556-bib-0045
	jia2sup25556-bib-0046


	05 MH and Women living with HIV
	06 cdc_97299_DS1
	Abstract
	Introduction
	Methods
	Patient-centered HIV Care Model
	Mental health cohort
	Retention in care
	Viral suppression
	Adherence to psychiatric medications and therapy-related issues
	Retention in care and viral suppression by psychiatric medication adherence level
	Censoring
	Statistical analysis

	Results
	Psychiatric therapy-related issues and suggested resolutions
	Retention in care
	Viral suppression
	Adherence to psychiatric medications
	Retention in care and viral suppression by psychiatric medication adherence level

	Discussion
	Conclusion
	References
	Figure 1:
	Table I:
	Table II.
	Table III:



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice




