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Common mental disorders (CMDs) are associated with poor HIV outcomes in low- and middle-income 

countries, yet few have scaled-up CMD treatments in HIV platforms. The present study analyzed a 

demonstration project of a psychological therapy delivered in routine HIV care and its effects on HIV 

outcomes in Mozambique. In May 2019, the Common Elements Treatment Approach (CETA) was 

integrated into routine HIV care in five facilities in Sofala, Mozambique. All newly-diagnosed adult HIV+ 

patients were screened for CMDs and those with clinically-significant symptoms were offered CETA. 

CETA HIV treatment initiation and retention were compared to overall facility averages. Of 250 patients 

screened, 59.2% (148/250) showed clinically significant CMD symptoms and 92.6% (137/148) enrolled in 

CETA. 10.2% of enrolled (14/137) had current suicidal ideation. After four CETA visits, CMD symptoms 

decreased >50% and suicidal ideation decreased 100%. Patients enrolling in CETA had an ART initiation 

rate of 97.1% (133/137), one-month retention of 69.2% (89/129), and three-month retention of 82.4% 

(89/108). Overall facility retention averages were 66.0% at one month and 68.0% at three months. Four 

sessions of CETA decreased CMD symptoms by >50% and suicidal ideation by 100%. CETA patients had 

14.4% higher absolute three-month retention versus overall facility averages. CETA is a promising 

approach to reduce symptoms of CMDs and improve HIV care cascade outcomes in areas with high HIV 

prevalence. 
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INTRODUCTION: 

Common mental disorders (CMDs) such as depression, anxiety, post-traumatic stress (PTS), substance use 

disorders, and suicidal ideation are common in people living with HIV (PLWH) and are associated with 

reduced probability of initiating and adhering to HIV treatment2-6, lower probability of viral suppression2, 

and more rapid disease/symptom progression1,2,5. An estimated 12.6%10,11 of the population of Mozambique 

are living with HIV/AIDS, but only 68% of those who initiate ART are retained in care at 12 months and 

the rates of viral suppression are largely unknown12. There is a clear need for increased focus on providing 

treatment for CMDs among PLWH in Sub-Saharan Africa and other LMIC settings with high HIV+ 

populations.13 Few LMICs have scaled up treatment for CMDs and/or evaluated the effect of such 

treatments on ART initiation, ART retention, and viral suppression.5  

The Common Elements Treatment Approach (CETA) is a trans-diagnostic task-shared individual 

psychological intervention that treats multiple CMDs, including depression, anxiety, PTS, and substance 

use disorder, and which includes safety modules for suicidal ideation and violence.14 CETA includes 

flexibility to address specific co-morbid CMDs and the intervention has been successful in reducing the 

symptoms and disability associated with CMDs in several LMICs, including Iraq15 and Thailand16. CETA 

is also the subject of ongoing trials in various other LMIC settings17,18. However, the effects of CETA 

treatment on HIV outcomes, such as retention in care or viral suppression, have not previously been 

evaluated.  

The present study aimed to evaluate the integration of CETA into public HIV care in Sofala, Mozambique 

and evaluate initial programmatic effects on mental health symptoms and retention in care.  

 

METHODS: 

Study Procedures 

Efforts to scale-up public-sector mental healthcare delivery are underway in Mozambique19. Yet, existing 

mental health treatment services do not have formal links with HIV programming, and HIV+ patients are 

not routinely screened for CMDs or suicidal ideation. The current public-sector mental healthcare system 



 

 

primarily treats severe mental illness (such as schizophrenia), neglecting patients with CMDs20. CETA was 

implemented in Mozambique through a HRSA funded PEPFAR demonstration project beginning in March 

2019. Prior to CETA implementation, training materials, data tools, counselor manuals, and treatment 

protocols were adapted to the Mozambican context. CETA was implemented in five Ministry of Health 

primary care facilities offering comprehensive HIV services in Beira City, Sofala Province, Mozambique 

beginning in March 2019. All newly-diagnosed HIV+ patients were screened for CMDs by trained CETA 

lay counselors using a brief, validated mental health screening tool designed to screen for depression, 

anxiety, alcohol abuse/dependence, and suicidal ideation. Patients who demonstrated symptoms of CMDs 

in the brief initial screening were invited to enroll in CETA. At enrollment, patients were then administered 

a more comprehensive version of the initial CMD screening tool, as well as an adapted Harvard Trauma 

Questionnaire21, to monitor symptom severity at baseline and to inform CETA module selection and 

treatment sequencing. This more comprehensive tool, referred to as the “comprehensive CMD symptom 

monitoring tool” combines elements of CMD screening tools validated in Mozambique and is designed to 

guide CETA counselors in determining the particular treatment modules that each patient should receive. 

Using measurement-based care principles, at each follow-up session lay counselors again administered this 

same comprehensive CMD symptom monitoring tool to track symptom severity and treatment progress 

over time and to inform treatment modification.  

In March 2019, 16 lay counselors with prior experience working in the health system, at least a high school 

education level, and no prior mental health training were purposively sampled from the local community 

and enrolled in a 10-day in-person CETA training led by international CETA experts (SD and CM). Lay 

counselors had to be literate and understand spoken Portuguese. Counselor training followed CETA 

international guidelines for training and supervision13 organized around the apprenticeship model16. During 

the training, five of 16 lay counselors were selected to be supervisors, with each supervising a group of lay 

counselors allocated to one of five implementation facilities. Following the 10-day in-person training, 

counselors engaged in one month of practice groups led by their local supervisor and a local program 

coordinator (AM). In these practice groups and throughout CETA treatment delivery, the lay supervisors 



 

 

and program coordinator received regular, weekly distance phone/video supervision by a CETA expert 

(CM), creating a layer supervision approach22. After the month of practice groups, counselors who showed 

mastery of CETA skills were allowed to recruit a single patient to closely track CETA quality of care, with 

close supervision from counselor-supervisors and the local program coordinator (AM). As counselors 

showed they could follow the CETA model with fidelity, they each gradually increased to a full patient 

case load (between five and 10 patients at any one time). During ongoing care, counselors role-play the 

therapy in group supervision meetings, prior to each weekly patient session, and receive feedback on their 

delivery of CETA in the past session. Local supervisors discussed each case and received support weekly 

through distance phone/video supervision by CM. CM herself is supervised by CETA developer SD, 

completing the apprenticeship layered supervision model.  

Data Collection and Analyses 

The present analyses include all newly-diagnosed HIV+ patients screened, enrolled, and treated from May 

1st, 2019 – September 31st, 2019. Patients who were 18 years of age or older at the time of initial screening 

and were diagnosed as HIV+ met the inclusion criteria. HIV data were collected by matching patient 

identifiers from CETA enrollment data to HIV treatment data. HIV treatment data were included through 

October 31st, 2019 to account for those patients who enrolled in CETA shortly before the September 31st 

cut-point. For a programmatic comparison group, we used overall facility averages for the five participating 

health facilities collected by CDC-Mozambique. 

According to CDC-Mozambique, one-month retention refers to the percentage of adults newly-enrolled in 

ART who return for a second consultation or ART pickup within 33 days of treatment initiation. three-

month retention refers to the those who return between 61 and 120 days after ART initiation. Those who 

had not been enrolled in ART for more than three months at the time of data collection were not included 

when calculating three-month retention. 

Descriptive analyses were used to summarize demographic information and mental health symptoms of the 

study population at baseline and to compare HIV retention among CETA-enrolled patients to overall health 

facility averages obtained for the five study facilities from CDC-Mozambique. 
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RESULTS: 

Of the 250 newly-diagnosed HIV+ individuals screened for CMD, 59% (n=148) showed clinically-

significant symptoms of one or more CMD. Of the 148 who met the criteria for enrollment, 92.6% (n=137) 

enrolled in CETA. The median age of patients enrolled in CETA was 30, 61.3% (n=84) were female, 44.5% 

were single (n=61), and 16.0% were divorced, separated, or widowed (n=22), and 65.7% had 0-2 children 

(n=90); (see Table 1). 

At baseline, 10.2% (n=14) of the 137 CETA-enrolled patients reported current suicidal ideation and 2.1% 

(n=3) reported current other violent ideation (see Table 2). No patients who attended three or more CETA 

visits demonstrated continued suicidal or other violent ideation (CETA recommends 6-12 visits in a typical 

treatment course). The average overall mental health symptom score (combining depression, anxiety, 

trauma, substance use, suicidal ideation, and other violent ideation reported on the comprehensive CMD 

symptom monitoring tool) at baseline was 19.8 (range= 3-38), decreasing 58% to 8.3 (range= 0-24) after 4 

CETA visits and 92% to 1.5 (range= 0-4) after seven CETA visits (see Table 2).  

97.1% (n=133) of 137 CETA-enrolled patients initiated ART (see Table 2). One-month retention for 

CETA-enrolled patients was 69.2%, compared to 66.0% for all HIV+ patients in participating facilities (a 

comparison group that includes those offered CETA who participated, those offered CETA who declined, 

and those who did not meet enrollment criteria and were not offered CETA). Three-month retention for 

CETA-enrolled patients was 82.4%, compared to 68.0% among all HIV+ patients. One-month retention for 

patients who attended 7 or more sessions (n=8) reached 87.5%, while three-month retention reached 100% 

for those who attended 6 or more CETA sessions (n=16). Table 2 details the change in mental health and 

HIV treatment outcomes by number of visits attended. Figure 1 shows three-month retention for CETA-



 

 

enrolled patients compared to overall retention averages, by study facility. In all five study facilities, CETA-

enrolled patients showed higher rates of three-month adherence to ART.  

 

DISCUSSION: 

In this demonstration project, over 50% of all newly-diagnosed HIV+ patients in Mozambique had 

clinically-significant mental health symptoms at diagnosis and over 10% had current suicidal ideation. 

Considering the national HIV program in Mozambique does not currently conduct routine CMD screening 

for HIV patients, this indicates a very large under-served burden of CMDs among newly-diagnosed HIV+ 

individuals. CETA delivered in routine HIV platforms appears to effectively decrease CMD symptoms, 

along with suicidal and other violent ideation. Furthermore, preliminary programmatic analyses suggest 

that CETA may lead to a more than 14% absolute increase in retention in HIV care. Given the use of 

programmatic data, the effect of CETA on retention in HIV care could be larger than observed since the 

comparator combined the retention of both CETA-enrolled and CETA-non-enrolled patients. In addition, 

the 14% absolute increase could also be considered a lower-bound of improvement given it was calculated 

using all CETA-eligible patients who enrolled in CETA treatment, irrespective of the ultimate number of 

CETA sessions received (in a sort of intention-to-treat analysis). For example, those patients who attended 

three CETA follow-up sessions had 19% higher retention and those attending six CETA sessions had 32% 

higher retention (achieving 100% overall three-month retention), supporting findings in US studies of 

retention in HIV treatment among those receiving mental health treatment23. A larger, longitudinal study 

may provide more insight into the relationship between adherence to CETA and retention in HIV treatment. 

Heterogeneity among the participating facilities should also be explored in future studies in order to better 

understand why 3-month adherence among CETA-enrolled patients was higher at certain study facilities 

than at others. 

While prior studies have implemented lay counselor-delivered or task-shared CMD interventions among 

PLHIV in LMIC settings24-28, the majority of these studies have evaluated intervention effects on CMDs 

and implementation outcomes related to intervention delivery. There is a gap in the literature regarding lay 



 

 

counselor psychological interventions and their effect of on HIV treatment cascade outcomes such as 

retention in HIV care, ART adherence, and viral suppression6,26,27,28. Furthermore, few studies exist in 

LMICs targeting the scale-up of depression interventions within primary care platforms29. An urgent need 

exists for implementation research targeting how best to scale-up task-shared psychological interventions 

for addressing co-morbid CMDs among HIV+ patients in LMICs30,31. CETA appears to be a promising 

model to further the 95-95-95 HIV treatment goals in high-need areas globally.  

Limitations 

This implementation project utilized existing programmatic routine health information system data, limiting 

the availability of a no-treatment control group. In addition, data collection ended in September/October 

2019 and thus many CETA patients in this preliminary cohort did not have sufficient treatment time to 

engage in the 6-12 sessions recommended by CETA developers to complete treatment. Planned future 

studies will aim to measure the effect of CETA on HIV treatment retention, mental health symptom severity, 

and viral load through high-quality controlled pragmatic trial designs. 

Conclusion 

A large proportion of HIV patients in Mozambique show clinically-significant mental distress at diagnosis, 

and over 10% have current suicidal ideation. CETA is a promising approach for improving HIV treatment 

cascade outcomes, while also improving CMD symptoms and suicidal ideation among newly-diagnosed 

HIV+ individuals in LMICs such as Mozambique. Future implementation research should examine the 

pragmatic effectiveness of CETA in a well-controlled larger pragmatic trial and examine implementation 

strategies to optimize cost-effectiveness.  
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Table 1: Descriptive statistics of 137 CETA-enrolled patients 

Characteristic N (% total enrolled) 

Total Enrolled in CETA 137 (100%) 

Average # CETA visits 3 

Age  Mean Median Range 

30.1 30 18-58 

18-24 42 (30.7%) 

25-31 46 (33.6%) 

32-38 28 (20.4%) 

39-45 15 (10.9%) 

≥ 46  6 (4.4%) 

Sex   

Male 53 (38.7%) 

Female 84 (61.3%) 

Missing 0 (0.0%) 

Civil Status  

Single 61 (44.5%) 

Officially Married 31 (22.6%) 

Domestic Partnership 23 (16.8%) 

Divorced or Separated 14 (10.2%) 

Widowed 8 (5.8%) 

Children (n, % total enrolled)  

0-2 90 (65.7%) 

3-5 29 (21.2%) 

6 or more 5 (3.6%) 

Missing 13 (9.5%) 

  

 

Table 2: CETA outcomes, and HIV initiation/retention of 137 CETA-enrolled patients 

Group Visit 1 Visit 2 Visit 3 Visit 4 Visit 5 Visit 6 Visit 7 
Total Enrolled (N) 137 81 54 44 28 16 8 

Initiated ART (N) 133 80 53 43 27 15 8 

        

Initiated ART (%) 97.1 98.7 98.1 97.7 96.4 93.8 100.0 

1-month retention (%) 69.2 70.0 75.5 72.1 66.7 80.0 87.5 

3-month retention (%) 82.4 81.8 87.2 90.0 91.7 100.0 100.0 

        

Suicidal Ideation (%) 10.2 9.9 0.0 0.0 0.0 0.0 0.0 

Other Violent Ideation (%) 2.1 1.2 0.0 0.0 0.0 0.0 0.0 

Average Overall Symptom Score 19.8 16.2 12.7 8.3 6.0 2.9 1.5 

 

Figure 1: 3-month HIV retention of CETA-enrolled patients by facility, compared to overall HIV retention averages 

 


