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Abstract

Mental health problems are highly prevalent among individuals with HIV and are consistently associated with
negative health outcomes. However, mental illness often remains untreated due to significant psychosocial and
physical barriers to treatment participation. The Collaborative HIV/AIDS Mental Health Program (CHAMP)
assessed the outcomes associated with providing 9 months of in-home mental health counseling for 40 indi-
viduals with HIV and a Major Axis I mental disorder. The evidence-based Illness Management and Recovery
Model was adapted for use with HIV-positive individuals for the study using a community-based participatory
research approach. Study participants were surveyed at baseline, 5 and 9 months to assess for changes in health
outcomes. Thirty-five percent of study participants were female, 80% African American, 33% self-identified as
MSM and the average participant age was 43. Forty percent of participants were on psychotropic medication at
baseline. Participants had an average of 8 counseling visits (median 9). Statistically significant decreases in the
global Brief Symptom Inventory (BSI) score and a number of BSI symptoms dimensions including anxiety,
depression, obsessive compulsive, phobic anxiety and hostility were detected, indicating a reduction of psy-
chiatric symptoms. Statistically significant improvement was also identified for the SF-12 mental health scale,
adaptive coping, overall social support and emotional support. No differences in psychiatric outcomes were
identified by gender, race/ethnicity, or sexual preference. Findings from the CHAMP Study suggest that the use
of in-home mental health treatment may be beneficial in engaging and treating HIV-positive individuals with
comorbid mental health disorders.

Introduction

Ahigh prevalence of mental illness has been consis-
tently identified among HIV-infected individuals.1–5

Results from the HIV/AIDS Costs and Services Utilization
Study (HCSUS), a national study of individuals receiving
HIV care, found that nearly half (48%) of the study partic-
ipants had a probable psychiatric disorder.1 Depression
and other mood disorders, anxiety disorders, and post-
traumatic stress disorder (PTSD) have been identified as the
most prevalent diagnoses among HIV-infected individuals.
Mental illness among individuals with HIV has been asso-
ciated with negative outcomes including decreased quality
of life,4,6–8 AIDS-related morbidity and mortality,9,10 de-
layed entry into medical care,5,11,12 poorer medication
adherence,4,8,13–15 risky sexual and drug use behaviors12,16

and substantial costs including productivity loss and health
care expenditures.10,17,18

Mental health treatment, including mental health counsel-
ing and psychopharmacologic treatment, has been associated
with improvements in mental health functioning19–26 as well
as greater HIV-related medication use and adherence10,19,27–31

and higher CD4 counts.24,32 Although some studies have
found psychopharmacologic treatment to have benefit in
improving psychiatric symptoms and medication use,27,31,32

one study found no association of psychopharmacologic
treatment alone on HIV medication use.29 This study found
that mental health counseling alone or in conjunction with
psychopharmacologic treatment was associated with greater
HIV medication utilization. Despite the benefit of mental
health treatment, research data from HCSUS and other
studies report that a substantial proportion of HIV-infected
individuals with mental illness are not receiving mental
health care.2,19,33–38 For example, a study of individuals with
HIV initiating mental health counseling found that nearly
30% did not return after 1 session and only 37% completed
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6 counseling sessions.37 Significant barriers to mental health
treatment have been found for HIV-infected individuals in-
cluding stigma, fear of discrimination,39–41 travel distance to
care,37 and lack of education,34,42 transportation,43 insur-
ance,33,34 service availability,44,45 and motivation.46

Offering mental health treatment in an individual’s home
or immediate community may reduce barriers that impede
treatment entry and retention. Research regarding home-
based mental health treatment for individuals with severe
mental illness (SMI)47–49 and elderly individuals50 found that
these interventions were beneficial in addressing psychiatric
needs and improving health outcomes. However, research is
lacking regarding the effects of providing in-home mental
health services for nonelderly individuals and those with less
severe mental health problems who experience barriers to
utilizing traditional outpatient mental health services. One
related study did find that providing motivational enhance-
ment counseling and cognitive behavioral therapy (CBT) to
individuals with substance abuse, some of whom were HIV
positive, at a soup kitchen was associated with less substance
use and greater participation in formal treatment and self-
help groups.51

Innovative methods of treating the mental health needs of
individuals with HIV that address the specific needs and
barriers to care experienced by HIV-positive individuals are
critically needed to improve utilization of mental health care
and to reduce the negative health consequences of untreated
mental illness in this population. Accordingly, we conducted
a demonstration project to examine the feasibility and asso-
ciated health outcomes of providing mental health treatment
for individuals with HIV and mental health disorders in their
home or place of their choosing in their community. The ob-
jectives of the program were to engage participants in mental
health treatment, address immediate mental health needs,
and prepare participants for ongoing mental health treatment
in existing outpatient services as needed.

Methods

Sample

The Collaborative HIV/AIDS Mental Health Project
(CHAMP) study examined the feasibility and outcomes as-
sociated with providing 9 months of in-home mental health
treatment for individuals with HIV and a mental disorder.
CHAMP was a pilot study designed to enroll 40 participants.
Study participants were recruited from Infectious Diseases
clinics, HIV case management providers, and other social
services providers in Charlotte, North Carolina over a 7-
month period in 2010.

Study criteria included being HIV-positive and having a
Major Axis I disorder, which included major depressive dis-
order, dysthymia, bipolar disorders, PTSD, generalized anx-
iety disorder, obsessive-compulsive disorder, panic disorder,
and psychotic disorders (not actively psychotic). The Mini-
International Neuropsychiatric Interview (MINI)52 was used
to make probable mental disorder diagnoses and determine
study eligibility.

Intervention

CHAMP was a Community Based Participatory Research
(CBPR) project, which included a partnership with a local

HIV/AIDS organization, Carolinas CARE Partnership, and
extensive community involvement and guidance from two
community advisory boards and multiple community fo-
rums. The community partners were involved in adapting the
evidence-based Illness Management and Recovery (IMR)
treatment model for use with HIV-positive individuals.53 The
IMR model is based on the principles of instilling hope for
change, wellness skills building and client collaboration in
treatment planning, and is organized into nine modules that
are taught using educational, motivational, and cognitive-
behavioral strategies. The revised IMR, titled HIV/AIDS Ill-
ness Management and Recovery (HAIMR), included revised
versions of the IMR modules that were adapted to contain
information about how HIV relates to the specific module
topic and HIV-specific modules addressing HIV care and risk
reduction developed for the CHAMP study (Table 1). Con-
sistent with the tenets of the IMR model, the HAIMR model
focuses on providing education, increasing motivation, and
building skills for coping and positive change. The study
counselors used CBT techniques, which have been consis-
tently associated with positive outcomes for the diagnoses
included in this study including PTSD, depression/bipolar
disorder, anxiety disorders and schizophrenia.54–58

Mental health counseling was provided by licensed pro-
fessional counselors and psychologists with experience in
providing care for individuals with HIV and mental disor-
ders. The counselors met monthly and documented their

Table 1. HIV/AIDS Illness Management and

Recovery (HAIMR) Model Modules

HAIMR module title Content

Goal Setting Identify treatment goals and
plans for reaching goals

Stress Vulnerability
Module

Presents the stress vulnerability
model

Coping with Stress Education and skills building for
coping with stressful situations

Social Support Education/skills building on
increasing social support

Coping with Problems/
Symptoms

Education, motivation, skills
building on symptoms such
as depression and insomnia

HIV Medications and
Coping

Basic HIV information and
information/skills building re
HIV medications and
adherence

HIV Risk Reduction Information, skills on HIV
transmission/prevention

Mental Health
Diagnoses

Information about Depression,
Bipolar, PTSD, Schizophrenia,
and Anxiety

Medications Information on psychotropic
medications and decisions
regarding these medications

Relapse Prevention Information on identifying/
coping with relapse symptoms

Substance Use Information on addiction,
recovery and risk reduction

Getting Needs Met in
the Health Care
System

Information and skills building
on navigating health care
systems

PTSD, posttraumatic stress disorder.
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counseling activities to monitor and enhance consistency be-
tween counseling providers. The mental health treatment
program began with engagement, goal setting, and planning
using the HAIMR goal-setting module. Subsequent treatment
sessions covered other treatment modules and included con-
tinued work on participant goals. The treatment program and
specific modules used were tailored to address each partici-
pant’s specific mental health needs and diagnoses. However,
most participants completed the social support, psychiatric
illnesses, goal setting, and HIV specific modules. Treatment
participants also met with a study case coordinator at least
quarterly for assistance with resources, such as HIV case
management and housing, as needed.

Measures

Study participants were surveyed at baseline, 5 months
(treatment midpoint), and 9 months (after treatment com-
pletion) using computer-assisted interviews.

Psychiatric symptoms were measured by the Brief Symp-
tom Inventory (BSI)59 and the SF-12 mental health index.60

The BSI is designed to reflect psychological distress and
symptom patterns and contains 9 subscales measuring items
such as depression, anxiety, hostility, and paranoid idea-
tion.61 The Medical Outcome Study (MOS) Social Support
Scale62 was used to measure social support. Stigma was
measured using the HIV Stigma Scale63 and coping styles
were assessed with the Brief COPE.64 Components of the
Client Motivation for Therapy Scale were used to examine
types of motivation to participate in mental health treat-
ment.65 These scale components measure a continuum of
motivation types from more internal motivation to amotiva-
tion (lack of motivation) for treatment. The surveys also in-
cluded questions ascertaining demographic information,
traumatic events,66,67 medication adherence,68 substance
use,69 and perceptions of the treatment program.

Statistical analysis

Descriptive statistics were used to provide information on
participant characteristics, mental health, social support, and
coping at baseline, 5, and 9 months. Bivariate and multivariate
analyses were used to examine changes in psychiatric symp-
toms, social support, coping, and motivation for mental
health treatment. These analyses used linear mixed models,
an analytic method appropriate for use with longitudinal,
repeat-observation data to account for the dependency be-
tween multiple observations on the same individuals.70 We
used multivariable regression models to test whether psy-
chiatric outcomes differed by demographic characteristics,
illicit substance use or taking psychotropic medications at
baseline.

Results

Of the 40 individuals initially recruited for the study, 2 were
deemed ineligible due to active psychosis and were referred to
more intensive treatment and 3 signed consent forms but were
lost to follow-up before the baseline interview. Five additional
subjects were recruited for a total of 40 individuals who
completed the baseline interview. Just over one third of the
CHAMP study participants were female and 80% were
African American. One third of participants identified as

MSM (Table 2). Forty percent of study participants were
covered by Medicaid but the majority of participants (55%)
had no commercial or governmental health insurance. The
case coordinator worked with individuals to secure Medicaid
if eligible. However, in the study location eligibility is tied to
social security disability or having a dependent child in the
home, making some participants ineligible for Medicaid.

Lack of emotional support was common among study par-
ticipants, as 58% reported not consistently having ‘‘someone to
listen when I need to talk.’’ Perceptions of stigma were also
high, as 35% reported that they ‘‘Feel I’m not as good a person
as others because I have HIV’’ and over half reported that
‘‘People I know believe that someone with HIV is dirty.’’ Study
participants also reported a high level of previous traumatic
experiences. For example, 50% reported having experienced

Table 2. Baseline Characteristics

of CHAMP Participants (n = 40)

Demographic characteristics
Female 35%
African American 80%
Caucasian 20%
Age

Under 30 10%
30–39 28%
40–49 40%
50–60 22%

Less than high school education 28%
Identify as MSM 33%
Illicit substance use in the last 4 months 35%
Alcohol intoxication in last 30 days 15%
Disabled 28%
Unstable housing sometime in last 4 monthsa 35%
Insurance

Medicaid primary 22%
Medicare 23%
No insurance 55%

Probable mental disorders
Bipolar 30%
Depression 55%
Anxiety 33%
PTSD 38%

Trauma
Ever seen someone seriously injured/killed 60%
Had spouse/partner or child die 50%
Sexual abuse 45%
Physical abuse (with or without weapon) 68%

On HIV medications 85%
On psychotropic medications 40%
Social support

Someone to listen when you need to talkb 43%
Someone to help you if you were confined to bedb 59%

Stigma
‘‘Feel I’m not as good a person as others because
I have HIV’’c

35%

‘‘People I know believe that someone with HIV
is dirty’’c

64%

aDefined as having been in a shelter, temporarily doubled up in
someone else’s home, on the street, or in emergency/transitional
housing for at least one night in the last 4 months.

bResponse category was ‘‘most or all the time.’’
cResponse category was ‘‘Agree’’ or ‘‘Strongly Agree.’’
CHAMP, Collaborative HIV/AIDS Mental Health Program; MSM,

men who have sex with men; PTSD, posttraumatic stress disorder.
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the death of a significant other or child and 45% had experi-
enced sexual abuse at some point in their lives.

Findings from the MINI indicated that 55% of participants
had a probable depressive disorder, 30% a bipolar disorder,
and 38% had PTSD. Forty percent of participants were on
psychotropic medications at baseline. Only 17.5% had seen a
psychiatrist in the last 4 months for medications or treatment.

Treatment participants received an average of 8 visits from
the mental health counselor (median 9; range, 0–12) during
the 9 months of treatment. Most participants (77%) received at
least 6 counseling visits. The vast majority of treatment visits
were conducted in the participants’ home; however, for the
15% of clients (n = 6) with unstable housing or concerns about
privacy in their home, the counselor met them at a place of
their choosing in their immediate community such as a library
or park. Study participants who were homeless were seen at
a local homeless shelter. The six participants who routinely
received counseling outside the home were similar to the
other participants in terms of race, gender, and psychiatric
symptom severity; however, the majority were homeless or
unstably housed. Two participants were concerned about
privacy in the home so preferred to meet in a park or library.
Although the number of individuals receiving mental health
counseling in their immediate community rather than their
home was too small to analyze for differences in outcomes,
no substantial outcome differences were noted by study
staff.

Feedback from participant surveys was uniformly positive
regarding in-home counseling as a treatment modality and
most of the participants indicated that they would not have
participated in counseling in an outpatient setting due to lack
of comfort with mental health care, stigma concerns, and
other treatment barriers.

Changes from baseline to 9-month follow-up
and entry into existing mental health treatment

Ninety percent of CHAMP participants completed the
survey at 5 months and 85% completed the survey conducted
at treatment completion. Data from interviews conducted
after completion of the 9-month treatment duration (n = 34;
85% of CHAMP participants) showed statistically significant
decreases in a number of BSI symptom dimensions including
anxiety, depression, obsessive compulsive, phobic anxiety,
and hostility as well as a decrease in the global BSI score
(Table 3). BSI scale effect sizes included Cohen’s d = 0.52 for
depression and 0.64 for the global symptom index, which are
considered moderate to strong effects.71 Although the de-
creases in BSI scores were statistically significant, it is also
important to examine the clinical significance of the declines
in psychiatric symptoms. Two criteria have been established
for categorizing an individual as positive for diagnosable
psychopathology based on BSI adult, nonpatient norms: (1) a
global BSI score of 63 or greater or (2) scores of 63 or greater on
two or more subscales.72,73 At the 9-month follow-up survey,
the proportion of participants meeting the BSI case definition
of a probable mental disorder based on these two criteria
decreased from 85% to 54% indicating a substantial decline in
the number of individuals meeting a probable diagnostic
threshold ( p = 0.018). The sample means for anxiety, hostility,
and phobia dropped below the threshold score of 63 indi-
cating that, on average, participants experienced substantive

declines in these symptom areas. No differences in changes in
psychiatric symptoms were detected by race, gender, sexual
preference, illicit substance, use or being on psychotropic
medications at baseline.

Statistically significant improvement was also found for the
SF-12 mental health scale, adaptive coping, overall social
support and the emotional support subscale on the MOS so-
cial support scale. However, no statistically significant chan-
ges were found in tangible social support, which measures
support of a more physical nature, such as providing meals if
needed. Changes in motivation for treatment were also de-
tected as scores for having external motivation and amotiva-
tion for mental health treatment significantly declined from
baseline to 9-month follow-up survey. Although the propor-
tion of individuals missing medication doses in the last week
decreased from baseline to 9-month follow-up, this change
was not statistically significant.

Although data from the participant interviews at 5 months
showed statistically significant changes for the global BSI
score, most BSI dimensions and the emotional social support
score (results not shown), the magnitude of the improvements
increased between 5 and 9 months (Fig. 1).

Participant data and information from referral sources in-
dicated that 35% of participants transitioned to outpatient
mental health counseling (n = 14), which was defined as
having at least one counseling visit after CHAMP completion.
One participant entered a day psychosocial rehabilitation
program. Of the remaining participants, 5 were lost to follow-
up, 1 was deceased and the other 20 (50%) selected not to
continue counseling after program completion but had a plan
for counseling with a local provider if they chose to pursue
treatment in the future.

Table 3. Collaborative HIV/AIDS Mental Health

Project (CHAMP) Findings

n = 34, 85% retention at 9 months Baseline 9 Months

Mental health and coping
Brief Symptom Inventory (BSI) case

definition (Global score of > 62)
85.0% 55.0%a

BSI Scores—higher score indicates
higher symptom levels

BSI Global Score 71.5 65.7b

BSI Depression 68.5 62.6b

BSI Anxiety 65.8 57.6b

BSI Hostility 64.5 57.5b

BSI Phobic Anxiety 63.1 57.9b

BSI Obsessive Compulsive 69.9 65.4b

BSI Paranoid Ideation 68.6 65.4
BSI Somatization 65.2 62.1
BSI Psychoticism 69.4 64.9a

SF-12 Mental Health Scale (lower score
indicates worse mental health)

37.6 46.5b

Adaptive Coping 2.9 3.2b

Social support
Overall social support index 57.6 70.9b

Social/emotional support scale 50.2 70.7b

Medications (self-report)
Missed HIV medication in last week 29.0% 24.0%
Missed HIV medication in last 24 h 17.4% 4.8%

Methods include logistic and linear mixed models.
Indicates statistical significance at ap < 0.05, bp < 0.01.
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Discussion

Findings from the evaluation of this demonstration project
of in-home mental health counseling for individuals with HIV
indicated that the study participants experienced statistically
significant declines in psychiatric symptoms. In addition, the
percentage of study participants who met the BSI diagnosis
case definition declined from 85% to 54%. Study participants
also experienced statistically significant improvement in
adaptive coping and perceptions of social support, particu-
larly emotional support.

Although the percentage of individuals reporting not tak-
ing their HIV medications decreased over time, this change
was not statistically significant. Other studies examining the
outcomes associated with mental health treatment have noted
an improvement in medication adherence; however, these
studies utilized more rigorous methods of measuring adher-
ence and larger sample sizes than were possible for this fea-
sibility study.28,32 A more comprehensive examination of HIV
medication adherence would be needed to evaluate the effects
of receiving in-home counseling on medication adherence. An
examination of the effects of in-home mental health counsel-
ing on adherence would also need to be longer term as an
influence of in-home mental health counseling on adherence
may be subsequent, at least in part, to improvements in
mental health functioning. In addition, the treatment inter-
vention was relatively low-intensity with participants’ re-
ceiving an average of 8 visits from the mental health counselor
(median, 9) during the treatment period. Additional research
would be beneficial to determine whether a more intensive
intervention with a specific focus on adherence would be as-
sociated with greater increases in medication adherence.

The participants’ perceptions of treatment provided in the
home or immediate community were strongly positive and
many participants indicated that they would likely not have
entered mental health treatment outside of their home or
immediate community. After participating in the study, the
participants generally indicated a greater willingness to en-
gage in outpatient counseling and a more complete under-
standing of mental health treatment options. A substantial
minority of participants (35%) did continue counseling as an
outpatient after completing the CHAMP program. A longer
study that included follow-up several months after treatment
completion would be beneficial in examining whether par-
ticipants maintained the improvements noted after treatment

completion and whether individuals not initially seeking
outpatient counseling after treatment completion entered
treatment at a later date if psychiatric symptoms worsened.

Although the outcomes of this demonstration study indi-
cate that participants experienced positive changes after
treatment participation, the study is limited by a number of
methodological factors including a small sample size and lack
of a control group. The relatively small sample size results in
greater difficulty identifying meaningful changes in health
outcomes after treatment participation. Not having a control
group leaves the study open to threats to validity such as re-
gression to the mean and social desirability bias.74,75 More rig-
orous study using a randomized control design is needed to
further examine the utility of in-home mental health care in
improving health outcomes for individuals with HIV. In addi-
tion, the lack of comprehensive measures of HIV-related out-
comes in this pilot study including adherence, which only
included two self-reported questions, and no objective measure
of adherence, viral load or CD4 count results in difficulty mea-
suring the impact of the intervention on these outcomes.
However, psychiatric symptoms are strongly associated with
the key HIV outcomes of medication adherence and HIV-related
morbidity,4,8,10,14 thus improvements in psychiatric symptoms
may result in downstream improvements in these outcomes.

The CHAMP pilot study has a number of strengths that
contribute to its usefulness to the literature and future re-
search, including use of a theoretically grounded adaptation
of an evidence-based mental health treatment model, IMR,
that was informed by a thorough and inclusive CBPR process.
In addition, the study used existing and tested measures for
critical outcomes of interest and had high retention rates in a
population with multiple needs that is often challenging to
maintain contact with.

Despite its limitations, the CHAMP pilot data provide
support for the potential clinical benefit of an in-home mental
health treatment approach. This approach can address many
of the common barriers to outpatient mental health treatment
for individuals with HIV including HIV and mental health-
related stigma, transportation concerns and lack of motiva-
tion, and avoids the additional costs necessary to transport
low-income individuals without consistent transportation to
mental health treatment. Identification, testing, and im-
plementation of innovative mental health treatment strate-
gies, such as the CHAMP pilot, are critically needed to avoid
the negative individual and community repercussions of
mental illness among individuals with HIV.
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