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Abstract

Background: Globally, mental health problems are more common among people living with 

human immunodeficiency virus (PLHIV) than among the general population. Mental health 

problems affect human immunodeficiency virus (HIV) treatment adherence and retention. To 

address this challenge, partners used a task-sharing approach among lay healthcare works and 

clinicians to integrate mental health services into HIV services at pilot hospitals in the Amhara 

and Tigray regions of Ethiopia. In this model, trained lay healthcare workers proactively screened 

patients using a mental health screening tool and subsequently linked potential clients with trained 

clinicians working at HIV clinics for further diagnosis and treatment.

Methods: We retrospectively gathered secondary data, including demographic characteristics and 

diagnosis information, from mental health clinicians’ and case managers’ quarterly reports from 

HIV clinics during the implementation period (January 1, 2013 to March 31, 2014).

Results: During the initial three-month implementation period of the project (January to March 

2013), case managers screened 5,862 PLHIV for mental health disorders. Case managers referred 

687 (11.7%) patients with suspected mental health disorders to clinicians for further evaluation 

and management. Of the total patients screened by case managers in this period, clinicians 

confirmed that 454 (7.7%) had a mental health disorder. Overall, the concordance between the 

case managers’ screening results and the clinicians’ diagnoses was 67.8% over the 15-month pilot 

implementation period.

Conclusions: Routine screening of PLHIV for mental health disorders helps to proactively 

identify and manage patients with co-morbidities. The integration of mental health services into 

HIV care through a task-sharing approach is a feasible strategy that could increase access to 

mental health services among PLHIV.
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Introduction

PLHIV are at high risk of mental health problems, which affect their health and quality 

of life. Loss to follow-up and poor adherence to antiretroviral therapy (ART) are common 

among PLHIV who have mental health conditions (1). Depression, anxiety, post-traumatic 

stress disorder, and cognitive impairment are common types of mental health disorders in 

patients following a diagnosis of HIV infection or during its progression to acquired immune 

deficiency syndrome (AIDS) (2-4). In fact, depression is one of the most under-recognized 

and under-treated mental health disorders in PLHIV (5). A study conducted in Ethiopia 

found that nearly half of PLHIV were depressed or anxious, and the proportion increased to 

two-thirds among people co-infected with HIV and tuberculosis (6).

Mental health problems affect their overall quality of life of PLHIV (7), leading to increased 

risky behavior and disease progression (1,8,9). These negative health consequences, 

combined with stigma toward mental health problems, have made access to mental health 

services a challenge. Moreover, the Ethiopian health system has a limited number of trained 

health personnel. Screening PLHIV for mental health disorders is particularly important at 

the time of diagnosis and before initiating ART (10) to ensure early detection and treatment 

(3). The integration of mental health and HIV services is of paramount importance to 

alleviate mental health disorders and can help reduce HIV transmission, increase access 

to care for both conditions through strengthened referral and linkage systems, and reduce 

morbidity and mortality among PLHIV at minimal cost.

Evidence shows that a brief and sensitive screening tool that assesses mental health disorders 

common in PLHIV can be used effectively by laypersons with little or no mental health 

training in various HIV service settings to identify people in need of further assessment and 

treatment (11-13). In line with this, as part of improving access to mental health services and 

the long-term prognosis and quality of life of HIV patients (14), partners supported by the 

U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) used a task-sharing approach 

among psychiatrists, ART clinicians, and case managers to integrate mental health services 

into HIV chronic care services. In this model, a task-sharing approach was employed to 

allow lay healthcare workers (case managers) to proactively screen patients for mental 

health disorders and refer potential clients to clinicians for further diagnosis and treatment. 

The model was piloted at selected sites in the Amhara and Tigray regions of Ethiopia. 

This retrospective cross-sectional study describes the magnitude and types of mental health 

disorders among PLHIV and the utilization of the mental health screening tool by lay 

healthcare workers during the pilot implementation period.

Methods

We retrospectively analyzed data, including patient demographics and diagnosis 

information, from all PLHIV on ART or waiting to start ART and were screened for 

mental health disorders by case managers at one of the four hospitals during the pilot 

implementation period (January 1, 2013 to March 31, 2014). The assessment was conducted 

at the four hospitals (Gondar University, Dessie Referral, Mekelle General and Axum 
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General) that participated in the pilot implementation of the mental health integration model 

in Amhara and Tigray regions in Ethiopia.

The pilot implementation of the model was conducted with the support of Centers for 

Disease Control and Prevention (CDC) Ethiopia through the International Training and 

Education Center for Health (I-TECH) Ethiopia, in collaboration with Amhara and Tigray 

Regional Health Bureaus (RHBs). The hospitals were selected for the pilot implementation 

because of the availability of comprehensive HIV services and psychiatric services, and high 

volume of PLHIV served, in the hospitals. The case managers were PLHIV who were high 

school graduates, and were members of HIV care multi-disciplinary teams that provide peer 

support to PLHIV enrolled in care based on the national HIV case management guideline 

(15). Case managers’ roles were expanded to screen patients for mental health disorders 

while providing routine adherence assessment and counseling. As part of building their 

capacity, case managers were provided with a one-week training course on screening for 

common mental health disorders using a mental health screening tool (see Supplementary 

Appendix A) and subsequently linking patients with one or more symptoms of mental 

health disorders to ART clinicians for diagnosis and further treatment. The screening tool 

was adapted from ‘Tedla-Hopkins Symptom Checklist-25’, which was prepared in three 

Ethiopian languages (Amharic, Tigrigna and Oromiffaa) for Ethiopian communities who live 

abroad (16). The case managers used the adapted Amharic version of the tool to screen 

PLHIV. The training curriculum was developed by PEPFAR-supported partners and was 

later revised and adopted by the Federal Ministry of Health of Ethiopia for national use. 

ART clinicians (nurses, health officers and physicians) were trained by psychiatrists to 

identify and manage common mental health disorders among PLHIV. They did not use any 

specific diagnosing tool; instead, they used a job aid to identify signs and symptoms of 

common mental health disorders. Sometimes, when trained ART clinicians were not around, 

case managers linked patients who had potential mental health disorders with psychiatry 

units within the facility.

We extracted data from clinicians’ and case managers’ quarterly reports, patient hospital 

records, and human resources records in the HIV and psychiatric clinics from January 1, 

2013 to March 31, 2014. The quarterly reports were regular activity reports about the mental 

health integration project implementation in the four hospitals. From the case managers’ 

reports, we extracted data by age and sex for the number of clients screened for mental 

health disorders; the number of clients with potential mental health disorders; the number 

of clients linked to clinicians; and the number of clients with confirmed diagnoses. The 

type of mental health disorder (diagnoses) by sex was abstracted from clinicians’ reports. In 

addition, the number of PLHIV served and the number of healthcare workers in the HIV and 

psychiatric clinics during the stud period were collected from hospitals using a separate data 

collection tool.

Two CDC Ethiopia program staff collected the data from all four hospitals. At the study 

sites, the data collection team contacted the head of the health facility, ART program 

coordinators, and case managers, and briefed them about the objectives of the study and 

data collection processes. The data collectors provided a copy of a signed confidentiality 

agreement to the head of the facility.
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For our retrospective analysis, data coding, entry, and cleaning was carried out using 

EpiData software 3.0. Because the data came from quarterly reports (not individual patient-

level data), cleaned data were exported to and analyzed using Microsoft Excel 2016. 

Frequency distributions were used to describe the socio-demographic characteristics of 

patients enrolled in the mental health services, including those screened, those with potential 

mental health disorders, and those with a confirmed diagnosis of a mental health disorder. 

Additionally, linkage rates, proportions, and types of mental health disorders among PLHIV 

and the mental health disorder detection rate were estimated using the screening tool. We 

analyzed each quarterly report separately to avoid double-counting patients screened during 

the pilot period.

Ethical considerations

Approval was obtained from the respective regional health bureaus and CDC Atlanta. Case 

managers’ and clinicians’ quarterly reports were accessed with permission from the heads 

of hospitals. Only data collectors and supervisors had access to mental health integration 

reports. Precautions were taken to avoid disrupting routine clinical activities during data 

collection.

Results

At the end of the study period, 15,689 PLHIV received HIV clinical care services at Axum 

General, Dessie Referral, Gondar University, and Mekelle General Hospitals. At the four 

hospitals, 19 case managers were trained to screen PLHIV for mental health disorders 

and refer them to clinicians for further assessment and management, and 15 clinicians 

(physicians, health officers, and nurses) were trained to detect and manage common mental 

disorders among PLHIV. Most of the clinicians (86.7%; n=13) were nurses working in ART 

and psychiatry units.

Case managers screened PLHIV for mental health disorders at least every three months, 

based on the standard operating procedure; therefore, the same group of PLHIV was 

screened every three months, with a few new additions to the PLHIV pool every quarter. 

Accordingly, during the study period, on average case managers screened 6,872 HIV 

patients every quarter. During the first three months of the implementation period of the 

project – the initial implementation period, when screened patients were not double-counted 

– 5,862 PLHIV were screened for mental illness in the four pilot hospitals. Of these, 63.0% 

(3,691) were women, and almost all (97.8%; n=5,734) were adults aged ≥15 years. Case 

managers managed to refer almost all PLHIV with potential mental health disorders (see 

Table 1).

Magnitude of mental health disorders among screened PLHIV in the pilot study hospitals:

During the first quarter of the project implementation period (January to March 2013), of the 

5,862 PLHIV screened, 7.7% (454) had a confirmed diagnosis of a mental health disorder 

(Figure 1). The reported magnitude of mental disorders was 6.7% and 8.3% among men and 

women, respectively. In later quarters, there was a decreasing trend in the number of PLHIV 

diagnosed with a mental health disorder due to repeated screening of PLHIV every quarter 
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to identify new instances of mental health disorders, according to the standard operating 

procedure (see Figure 1).

Concordance between cases by case managers’ results and clinicians’ confirmed 
diagnoses:

Of the 1,540 PLHIV with potential mental health disorders linked to clinicians during the 

pilot implementation period, 67.8% (1,044) received a confirmed diagnosis of a mental 

health disorder. The reported concordance was 69.1% and 67.2% among men and women, 

respectively. As indicated in Table 2, the overall concordance rate ranged from 63.8% to 

77.6% during the implementation period.

Types of mental health disorders diagnosed among PLHIV:

As shown in Figure 2, clinicians’ quarterly reports indicated that 1,304 patients with 

confirmed mental health disorders (617 anxiety, 421 dementia, 127 depression, 50 

psychosis, 46 epilepsy, 37 substance use disorder, five mania, and one child development 

or conduct) were reported from ART clinics in the four hospitals during the pilot 

implementation period. There are eight categories of common mental health disorders in 

the clinicians’ reports. This retrospective study included potential cases referred by case 

managers and those patients identified by the clinicians themselves. Of the PLHIV who 

received mental health disorder diagnoses, 71.3% (930) were women. As indicated in 

Figure 2, the highest proportion of reported mental health disorders were cases of anxiety 

or psycho-trauma (47.3%; n=617), followed by dementia (32.3%; n=421) and depression 

(9.7%; n=127). Substance use problems were higher among men (91.9%; n=34) than women 

(8.1%; n=3).

Regarding the distribution of diagnosed mental health disorders among the pilot 

implementation hospitals (see Figure 3), Axum General Hospital reported the highest 

number of cases of mania (n=3; 60%), followed by anxiety or psycho-trauma (n=242; 

39.2%). Dessie Referral Hospital reported the highest number of cases of epilepsy (n=27; 

58.7%) and depression (n=65; 51.2%). Mekelle General Hospital reported the highest 

number of cases of dementia (n=115; 27.3%). Gondar University Hospital reported the 

largest number of cases of substance use problems (n=31; 83.8%).

Discussion

There is strong national and district-level support for the integration of mental health 

services into primary healthcare services to improve access and address the high unmet 

need for mental healthcare in Ethiopia (17). The Ministry of Health has developed a national 

mental health strategy to guide the integration of mental health services with primary care 

to address the needs of Ethiopians (18). Chronic HIV care is one of the units that could be 

prioritized for integration of mental health services because PLHIV have an increased risk of 

mental health disorders (1,19,20). Existing evidence from research also supports the need for 

integration of mental health services into HIV care to ensure better clinical outcomes of HIV 

treatment (1,2,8,9,19). In line with this, previously, there was an effort to integrate mental 

health services into HIV care using trained ART clinicians in Ethiopia (21). However, 
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ART clinicians are overloaded with patients, which makes active screening of patients for 

mental health disorders difficult. Therefore, PEPFAR-supported partners developed a model 

to use case managers to help ART clinicians identify PLHIV with potential mental health 

disorders. This study is one of the few reports from resource-limited settings to describe 

the results of integrating mental healthcare services into HIV care through a task-sharing 

approach between clinical and lay care providers in Ethiopia.

During the first three months of the project, almost 8% of PLHIV screened had confirmed 

mental health disorders. However, in later quarters, the number of PLHIV diagnosed with 

a mental health disorder decreased significantly to 1%. This is due to repeated screening 

of PLHIV every quarter to identify new instances of mental health disorders, according to 

the standard operating procedure. Anxiety or psycho-trauma, dementia and depression were 

the most common types of mental health disorder reported among PLHIV during the pilot 

implementation period.

Compared with other studies conducted in Africa (2,22-24), our findings suggest a low 

rate of clinic-based prevalence of mental disorders among PLHIV enrolled in HIV care at 

public health facilities in Ethiopia. Though most previous studies indicate significant rates 

of mental health disorders among PLHIV, there are differences in their specific prevalence 

rates (2,22-24). This variation could be due to methodological differences with respect 

to design and study settings. For example, most of the studies had small sample sizes 

(<500) compared to our study, which included almost 6,000 PLHIV. Additionally, our 

study used lay healthcare workers (trained peer PLHIV) to perform the first screening 

and to refer potential cases to ART clinicians. Unlike our study, the aforementioned 

studies screened PLHIV using trained psychiatrists and validated tools such as the 

General Health Questionnaire (GHQ-28) and Mini-International Neuropsychiatric Disorder 

Interview (MINI) (2,23,24). Although our tool was not validated, we observed strong 

concordance between potential cases identified by lay healthcare workers and clinicians’ 

diagnoses.

In this study, anxiety or psycho-trauma was the most common type of mental health disorder 

reported, followed by dementia and depression. These findings are not wholly consistent 

with other studies conducted in Africa (2,22-24). In most previous studies, depression was 

the most common mental health disorder among PLHIV, followed by anxiety disorder 

(2,22,24). The robustness of our screening tool, the capacity of case managers to identify 

potential cases, and the diagnostic capacity of the ART clinicians could contribute to 

this difference. Furthermore, the methodological variations previously described could also 

explain this difference.

The mental health disorders identified in this study are frequently encountered co-

morbidities among PLHIV in primary healthcare settings and warrant integration of mental 

health services into HIV care (4,17,19,20,25). Task-sharing through capacity-building 

training is a potential strategy to integrate mental health services into primary healthcare 

settings. In support of this, a study conducted in Ethiopia to assess the effectiveness of 

a five-day mental health training course for clinicians (mostly nurses) showed significant 
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improvements in the knowledge, attitudes, and practices of healthcare workers for common 

mental health disorders (25).

Limitations of the study

Our study had some limitations. Our study used secondary data (quarterly reports), which 

did not allow for detailed statistical analysis. Also, the project used clinicians with different 

skill sets to diagnose mental health disorders which could have resulted in different 

diagnoses. Most importantly, the mental health screening tool employed in this study was 

not validated in the Ethiopian setting. These limitations could be potential areas for future 

research.

Conclusions

Our study indicates the importance of routine screening of PLHIV for mental health 

disorders to identify and manage PLHIV with co-morbidities as early as possible. The 

integration of mental health services into HIV care through a task-sharing approach is a 

feasible strategy that could increase access to mental health services among PLHIV. Trained 

lay healthcare workers can help over-burdened clinicians in resource-limited settings such 

as Ethiopia. As part of improving mental health disorder detection among PLHIV, lay 

healthcare workers should be supported through different capacity-building strategies (e.g. 

mentoring). Future effort should focus on validating the mental health disorder screening 

tool used by lay healthcare workers.
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Figure 1: 
Proportion of screened people living with HIV who had a confirmed mental health disorder 

diagnosis by quarter (January 2013 to March 2014) during the pilot implementation in 

Ethiopia

Ahmed et al. Page 10

Ethiop J Health Dev. Author manuscript; available in PMC 2023 January 12.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 2: 
Distribution of reported diagnoses of mental health disorders among people living with HIV 

by sex at the four pilot hospitals in Ethiopia (January 1, 2013 to March 31, 2014)
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Figure 3: 
Proportion of reported cases of mental health disorders among people living with HIV at 

each pilot hospital (January 1, 2013 to March 31, 2014)

Ahmed et al. Page 12

Ethiop J Health Dev. Author manuscript; available in PMC 2023 January 12.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ahmed et al. Page 13

Ta
b

le
 1

:

PL
H

IV
 w

ho
 r

ec
ei

ve
d 

m
en

ta
l h

ea
lth

 in
te

gr
at

io
n 

se
rv

ic
es

 a
t t

he
 f

ou
r 

pi
lo

t h
os

pi
ta

ls
 in

 E
th

io
pi

a,
 s

tr
at

if
ie

d 
by

 a
ge

 a
nd

 s
ex

 (
Ja

nu
ar

y 
1,

 2
01

3 
to

 M
ar

ch
 3

1,
 

20
14

)

C
ha

ra
ct

er
is

ti
cs

Sc
re

en
ed

 n
 (

%
)

P
ot

en
ti

al
 n

 (
%

)
L

in
ke

d 
n 

(%
)

Ja
nu

ar
y–

M
ar

ch
 2

01
3*

(n
=

5,
86

2)
(n

=
69

2)
(n

=
68

7)

Se
x

M
al

e
2,

17
1 

(3
7.

0%
)

21
1 

(3
0.

5%
)

21
1 

(1
00

.0
%

)

Fe
m

al
e

3,
69

1 
(6

3.
0%

)
48

1 
(6

9.
5%

)
47

6 
(9

9.
0%

)

A
ge

 (
ye

ar
s)

<
15

12
8 

(2
.2

%
)

8 
(1

.2
%

)
8 

(1
00

.0
%

)

≥1
5

5,
73

4 
(9

7.
8%

)
68

4 
(9

8.
8%

)
67

9 
(9

9.
3%

)

A
pr

il–
Ju

ne
 2

01
3

(n
=

5,
63

8)
(n

=
33

3)
(n

=
33

3)

Se
x

M
al

e
2,

08
9 

(3
7.

1%
)

10
2 

(3
0.

6%
)

10
2 

(1
00

.0
%

)

Fe
m

al
e

3,
54

9 
(6

2.
9%

)
23

1 
(6

9.
4%

)
23

1 
(1

00
.0

%
)

A
ge

 (
ye

ar
s)

<
15

28
3 

(5
.0

%
)

2 
(0

.6
%

)
2 

(1
00

.0
%

)

≥1
5

5,
35

5 
(9

5.
0%

)
33

1 
(9

9.
4%

)
33

1 
(1

00
.0

%
)

Ju
ly

–S
ep

te
m

be
r 

20
13

(n
=

8,
79

9)
(n

=
26

1)
(n

=
25

7)

Se
x

M
al

e
3,

55
3 

(4
0.

4%
)

59
 (

22
.6

%
)

58
 (

98
.3

%
)

Fe
m

al
e

5,
24

6 
(5

9.
6%

)
20

2 
(7

7.
4%

)
19

9 
(9

8.
5%

)

A
ge

 (
ye

ar
s)

<
15

58
4 

(6
.6

%
)

1 
(0

.4
%

)
0 

(0
.0

%
)

≥1
5

8,
21

5 
(9

3.
4%

)
26

0 
(9

9.
6%

)
25

7 
(9

8.
8%

)

O
ct

ob
er

–D
ec

em
be

r 
20

13

(n
=

5,
11

1)
(n

=
11

6)
(n

=
11

6)

Se
x

M
al

e
2,

32
3 

(4
5.

5%
)

35
 (

30
.2

%
)

35
 (

10
0.

0%
)

Fe
m

al
e

2,
78

8 
(5

4.
5%

)
81

 (
69

.8
%

)
81

 (
10

0.
0%

)

A
ge

 (
ye

ar
s)

<
15

24
8 

(4
.9

%
)

4 
(3

.4
%

)
4 

(1
00

.0
%

)

≥1
5

4,
86

3 
(9

5.
1%

)
11

2 
(9

6.
6%

)
11

2 
(1

00
.0

%
)

Ja
nu

ar
y–

M
ar

ch
 2

01
4

(n
=

8,
94

8)
(n

=
14

7)
(n

=
14

7)

Se
x

M
al

e
3,

62
3 

(4
0.

5%
)

41
 (

27
.9

%
)

41
 (

10
0.

0%
)

Ethiop J Health Dev. Author manuscript; available in PMC 2023 January 12.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ahmed et al. Page 14

C
ha

ra
ct

er
is

ti
cs

Sc
re

en
ed

 n
 (

%
)

P
ot

en
ti

al
 n

 (
%

)
L

in
ke

d 
n 

(%
)

Fe
m

al
e

5,
32

5 
(5

9.
5%

)
10

6 
(7

2.
1%

)
10

6 
(1

00
.0

%
)

A
ge

 (
ye

ar
s)

<
15

54
7 

(6
.1

%
)

2 
(1

.4
%

)
2 

(1
00

.0
%

)

≥1
5

8,
40

1 
(9

3.
9%

)
14

5 
(9

8.
6%

)
14

5 
(1

00
.0

%
)

* Ja
nu

ar
y–

M
ar

ch
 2

01
3 

w
as

 th
e 

in
iti

al
 im

pl
em

en
ta

tio
n 

pe
ri

od
, i

n 
w

hi
ch

 th
er

e 
w

as
 n

o 
do

ub
le

-c
ou

nt
in

g 
of

 s
cr

ee
ne

d 
pa

tie
nt

s.

Ethiop J Health Dev. Author manuscript; available in PMC 2023 January 12.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ahmed et al. Page 15

Ta
b

le
 2

:

M
ag

ni
tu

de
 o

f 
m

en
ta

l h
ea

lth
 d

is
or

de
rs

 a
m

on
g 

pe
op

le
 li

vi
ng

 w
ith

 H
IV

 s
cr

ee
ne

d 
at

 th
e 

fo
ur

 p
ilo

t h
os

pi
ta

ls
 in

 E
th

io
pi

a 
(J

an
ua

ry
 1

, 2
01

3 
to

 M
ar

ch
 3

1,
 2

01
4)

C
ha

ra
ct

er
is

ti
cs

P
ot

en
ti

al
 &

 L
in

ke
d

C
on

fi
rm

ed
C

on
co

rd
an

ce
 r

at
e 

(%
)*

Ja
nu

ar
y–

M
ar

ch
 2

01
3

Se
x

M
al

e
21

1
14

6
69

.2

Fe
m

al
e

47
6

30
8

64
.7

To
ta

l
68

7
45

4
66

.1

A
ge

 (
ye

ar
s)

<
15

8
6

75
.0

≥1
5

67
9

44
8

66
.0

To
ta

l
68

7
45

4
66

.1

A
pr

il–
Ju

ne
 2

01
3

Se
x

M
al

e
10

2
75

73
.5

Fe
m

al
e

23
1

16
2

70
.1

To
ta

l
33

3
23

7
71

.2

A
ge

 (
ye

ar
s)

<
15

2
0

0.
0

≥1
5

33
1

23
7

71
.6

To
ta

l
33

3
23

7
71

.2

Ju
ly

–S
ep

te
m

be
r 

20
13

Se
x

M
al

e
58

24
41

.4

Fe
m

al
e

19
9

14
0

70
.4

To
ta

l
25

7
16

4
63

.8

A
ge

 (
ye

ar
s)

<
15

0
0

0.
0

≥1
5

25
7

16
4

63
.8

To
ta

l
25

7
16

4
63

.8

O
ct

ob
er

–D
ec

em
be

r 
20

13

Se
x

M
al

e
35

30
85

.7

Fe
m

al
e

81
60

74
.1

To
ta

l
11

6
90

77
.6

A
ge

 (
ye

ar
s)

<
15

4
3

75
.0

≥1
5

11
2

87
77

.7

To
ta

l
11

6
90

77
.6

Ethiop J Health Dev. Author manuscript; available in PMC 2023 January 12.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ahmed et al. Page 16

C
ha

ra
ct

er
is

ti
cs

P
ot

en
ti

al
 &

 L
in

ke
d

C
on

fi
rm

ed
C

on
co

rd
an

ce
 r

at
e 

(%
)*

Ja
nu

ar
y–

M
ar

ch
 2

01
4

Se
x

M
al

e
41

34
82

.9

Fe
m

al
e

10
6

65
61

.3

To
ta

l
14

7
99

67
.3

A
ge

 (
ye

ar
s)

<
15

2
1

50
.0

≥1
5

14
5

98
67

.6

14
7

99
67

.3

To
ta

l
1,

54
0

1,
04

4
67

.8

* T
he

 p
ro

po
rt

io
n 

of
 c

on
co

rd
an

ce
 b

et
w

ee
n 

po
te

nt
ia

l a
nd

 li
nk

ed
 c

as
es

 b
y 

ca
se

 m
an

ag
er

s 
an

d 
co

nf
ir

m
ed

 d
ia

gn
os

es
 b

y 
cl

in
ic

ia
ns

.

Ethiop J Health Dev. Author manuscript; available in PMC 2023 January 12.


	Abstract
	Introduction
	Methods
	Ethical considerations
	Results
	Magnitude of mental health disorders among screened PLHIV in the pilot study hospitals:
	Concordance between cases by case managers’ results and clinicians’ confirmed diagnoses:
	Types of mental health disorders diagnosed among PLHIV:

	Discussion
	Limitations of the study
	Conclusions
	References
	Figure 1:
	Figure 2:
	Figure 3:
	Table 1:
	Table 2:

