results brief

Can Depression Treatment Feasibly
Be Integrated into High-volume,
Routine HIV Care in Malawi?
a highly specialized staff person. We trained existing
HIV post-test counselors to integrate the two-question
Patient Health Questionnaire-2 (PHQ-2) into the
standard HIV post-test counseling protocol. All patients
receiving a positive HIV test now complete the PHQ-2.

Depression affects 18–30 percent of patients with
HIV in Africa, and is a major barrier to successful
HIV treatment.1 Patients with depression have lower
adherence to antiretroviral therapy (ART), are more
likely to fail ART with high viral load, and are more likely
to die prematurely. Integrating depression treatment
into HIV care is therefore critical to achieving the
UNAIDS 90–90–90 goals.

Clinical confirmation of depressive illness needed
to be conducted by a staff person with clinical training
using a standardized format. All patients scoring >0
on the PHQ-2 are now given a form with the nine-item
Patient Health Questionnaire-9 (PHQ-9) to take to their
initial ART appointment. (Note that at these clinics in
Malawi, patients are taken directly from HIV post-test
counseling to the ART intake desk and then are seen
by a clinician the same day for ART initiation.) The HIV
clinician (a nurse or clinical officer) completes the
PHQ-9 assessment and confirms or rules out the
diagnosis of depression.

To have an impact, such integrated services must be of
high quality and implemented at scale. Yet most African
health care settings are highly stressed, with limited
space and supplies, a small number of personnel to
treat a large volume of patients, and often no skilled
mental health personnel whatsoever.

INTEGRATING DEPRESSION
TREATMENT INTO HIV CARE

Safety assessment needed to be completed by a
clinical staff person with a patient who indicates any
suicidal thoughts or ideas. We created a Suicide Risk
Assessment Protocol (SRAP) which the HIV clinician
completes with any patient scoring >0 on the suicidality
question of the PHQ-9 (question 9). The SRAP guides
providers to differentiate between passive and active
suicidal thoughts as well as the level of risk. Patients
detected to have active suicidal ideation received an
immediate intervention: counseling, internal referral

The objective of the Project SOAR-Mental Health Project
is to assess the impact of depression treatment on HIV
care outcomes among ART patients in Malawi. Along
the way, we needed to figure out how to deliver high
quality depression care within routine ART care using
existing resources (Figure 1).
Universal depression screening needed to be
reliable, brief, and integrated into an existing universal
assessment, but did not need to be administered by
Figure 1 Components of the depression treatment program
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to the clinic’s mental health team, or external referral
to the district secondary tier mental health clinic,
depending on severity of the suicidal ideation and
resources at the clinic.
Treatment plans are determined by the HIV clinician,
guided by a treatment algorithm. We trained the HIV
clinicians to prescribe antidepressants (amitriptyline
and fluoxetine are the two antidepressants available
in the public health sector in Malawi) when indicated,
and we trained Health Surveillance Assistants (HSAs—
the clinic-based lay health worker cadre in the Malawi
health system) to provide psychosocial counseling
using the Friendship Bench problem-solving therapy
protocol.2 The depression treatment plan is reviewed
and adjusted, if needed, based on the algorithm by the
HIV clinicians at routine ART follow-up appointments.

RESULTS
Fidelity in delivering antidepressant
treatment

During the period from November 2017 to September
2018, 752 patients across both project sites
completed the PHQ-2/PHQ-9 depression screening
and assessment process. Six percent (n=46) of these
patients scored ≥10 on the PHQ-9 indicating the need
for antidepressant treatment at ART initiation. We
found that providers have achieved high fidelity in
starting a patient on an antidepressant when indicated
and at the recommended dose (Figure 1).
Fidelity has been more limited in re-administering the
PHQ-9 at follow-up visits for the 44 patients started on
an antidepressant at the recommended dose: it was
re-administered at only three-quarters of all follow-up
visits over a period of 10 months for returning patients
(Figure 2).
All patients would be expected to remain on their initial
antidepressant for at least six months (in the absence
of significant side effects). However, among follow-up
visits for patients currently on an antidepressant, only
about two-thirds remained on that antidepressant; the
remainder discontinued or switched medication (Figure
2). Generally discontinuations and switches were
the result of medication stock outs but could also be
because of provider choice.
Finally, only a small number of patients (n=3) on
an antidepressant had persistently high depressive
symptoms (a PHQ-9 score ≥10) at a follow-up visit, but

Figure 1 Antidepressant initiation by HIV providers
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none of these patients had their antidepressant dose
increased as recommended in the treatment algorithm.

Fidelity in assessing suicidality

About 100 patients screened indicated suicidal
thoughts or ideas on the PHQ-9. For 95 percent of
these patients, HIV clinicians completed the suicidality
safety assessment, indicating high fidelity to this
practice.

“

We learned that we should build good
rapport with people. That is the major
thing that we learned that when a person comes,
the health provider and the patient should be
free with each other. When they are free with
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—Nurse

Friendship Bench follow-up

Patients have been very willing to return for counseling
sessions in the Friendship Bench program. Of 122
patients identified with mild depressive symptoms and
referred to the Friendship Bench, 113 (93 percent)
attended at least one session. Of the 41 patients who
started the program at least six months ago, 31 (75
percent) have attended at least two sessions and 21
(51 percent) have attended at least four sessions.

Response to treatment

Generally, depressive symptoms and suicidal thoughts
have decreased markedly in patients starting
treatment. As shown in Figure 3, among the patients
starting an antidepressant (n=44), the median PHQ-9
score decreased from 11 at ART treatment initiation
to 3.5, 3, and 0 at the first, second, and third month
in care, respectively (visits are typically about a month
apart). Since the program is still ongoing, the number
of patients who have currently reached three months
in care is less than the number who have started
antidepressants.
Figure 3 Depressive symptoms among patients
starting an antidepressant
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“

This medicine has helped me because
in the past, I did not want to speak with
anybody, I just wanted to be alone wherever I
was. I did not want to be talking…etc…. I just
wanted to sit and not move about. If there was a
need to talk, I had to talk for not more than thirty
minutes. However, when I started taking this
medicine, I am able to talk normally and I do not
have any anxiety.”
—Patient, Male, Age 23

The proportion of patients with any report of suicidal
thoughts (e.g., passive or active) decreased from 39
percent (17/44) at baseline to between 10 and 24
percent at follow-up visits.
Among patients starting the Friendship Bench
counseling program, who had PHQ-9 scores of 5–9 at
baseline, the median PHQ-9 score decreased from 6
at ART treatment initiation to 1, 0, and 0 at the first,
second, and third month in care, respectively (Figure
4). The proportion of patients with any report of suicidal
thoughts decreased from 14 percent at baseline to
between 4 and 7 percent at follow-up visits.
Figure 4 Depressive symptoms among patients
starting Friendship Bench counseling
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each other, depression is dealt with. S/he is able
to talk a lot and even without a questionnaire.
When you are free with each other, it is like you
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“

The counseling has helped...some of the
problems that they come with are solved.
This is possible because the patients are able to
identify the ways to solve the problems that they
are facing like taking the medication or even
managing to bring their husbands for the test.
They can manage to be well while taking the
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medication despite them doubting whether they
will be fine if they take the medication.

“

screening and management program are not
incentivized to provide these additional services.
As such, the team has worked diligently to develop
ownership of the program and address resistance
to additional responsibilities through continued
collaboration with the District Health Office and
the clinic leadership.

—HSA

It [attending the Friendship Bench] has
changed [the way I am feeling] because
[when] I am stressed sometimes, I meet with
the Friendship Bench counselor and I explain
my worries; it’s like I am helped in [gaining]
knowledge and am free from my worries.”

 Supply chain management—Malawi’s Essential
Health Package should guarantee that
fluoxetine and amitriptyline are freely available
at public health centers. However, it has taken
considerable coordination between the health
center pharmacies, the Lilongwe District Health
Office pharmacy, and at the national level with
Malawi Central Medical Stores Trust, and even
with this coordination, stockouts have been
common at the health centers.

—Patient, Male, Age 29

DISCUSSION

We set out to examine whether depression treatment
could be integrated into existing public sector HIV care
services in Malawi with fidelity and efficacy without the
on-site presence of dedicated, skilled mental health
professionals. Our experience to date indicates:
• It is logistically feasible to integrate brief
depression screening, clinical confirmation, and
depression treatment initiation into the existing
clinical workflow.
• Reports of suicidal thoughts can be triaged and
addressed appropriately.
• HIV providers can reliably initiate antidepressant
treatment at appropriate doses.
• Ensuring continuity of care and appropriate
treatment adjustments at return visits is
substantially more challenging, both because of
providers’ failure to re-assess patients’ status and
because of medication stock outs.
• In spite of these challenges at follow-up, nearly
all patients have experienced pronounced
improvements in their depression. Such positive
changes may also be due to improvements in their
physical health due to ART and/or acceptance of
their HIV diagnosis. The full pre/post evaluation will
provide more insight into whether this finding can
be attributed to the depression treatment program
itself.
• Our experience also highlights key areas requiring
greater effort to ensure successful implementation:
 Local ownership—The health centers are often
understaffed and overburdened with patients.
Health care providers involved in the depression

 Continued training and support—Staff turnover is
high at the clinics and the interest and availability
of the trained HSAs to provide counseling has
varied. Thus, ongoing support and training has
been necessary to ensure staff are prepared to
provide quality depression care.

NEXT STEPS

We will complete collection of evaluation data in June
2019. Over the next several months, the SOAR team
will work with the clinics to develop a transition plan
for handoff of the depression treatment program
to the clinics. We have also engaged with the NonCommunicable Diseases and Mental Health Technical
Working Group of the Ministry of Health to ensure that
the results of this project can influence Ministry policy.
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