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Introduction: Young people (aged 15–24) living with HIV/AIDS (YPLHIV) in sub-Saharan Africa (SSA) experience higher rates
of mental health conditions compared to their uninfected peers. Research and practitioners have expressed interest in designing
and implementing mental health interventions to improve the mental health and well-being of this vulnerable population.
However, there is limited efort to systematically synthesize existing evidence on mental health interventions for YPLHIV to
address salient questions relating to efectiveness, characteristics, practice issues among others to inform practice, and future
research endeavors. Tis systematic review was conducted to take stock and synthesize existing data to address the above issues.
Methods: Tis review was conducted per the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
guidelines. A comprehensive search strategy was implemented, utilizing fve electronic databases and gray literature repositories.
Studies (1) from SSA that focused on young adults with HIV/AIDS and (2) examined the efectiveness of interventions designed to
enhance mental health outcomes and treatment adherence were included. Two independent reviewers were involved in the study
selection, data extraction, and quality assessment, resolving discrepancies by consensus or consultation. Data were presented
using narrative syntheses.
Results: Eight studies met the inclusion criteria, with a total sample size of 1510 participants, reporting on interventions from six
African countries. Te interventions were categorized as follows: cognitive behavioral therapy–based, family-based, peer support,
and community-based.Te interventions showed mixed efectiveness for depression, with three studies demonstrating signifcant
improvements while four showed no substantial change. Te only study on improving anxiety reported promising results. Four
interventions positively infuenced ARTadherence, although with varying magnitudes. Peer support, family-based approach, and
digital (mobile phone) approaches were identifed as efective strategies.
Conclusions: Te review showed promising approaches to improve mental health in YPLHIV, namely, through peer support,
family-based, and digital (i.e., mobile phone) approaches. Although the results were mixed for depression and limited but positive
for anxiety, several interventions improved ART adherence. However, the modest evidence base and varied measurement
approaches necessitate more research across SSA.
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1. Background

Globally, 38.4million people are living with HIV, of which in
2021 approximately 4.8 million were young people aged
10–24 years [1, 2]. Sub-Saharan Africa (SSA) contributes
substantially to the HIV burden, refected in the high HIV
prevalence (e.g., over 80%), mortality, and morbidity [3].
Te diagnosis of HIV among young people potentiates
a cascade of mental health, behavioral, and cognitive
problems that impact all aspects of HIV prevention, treat-
ment, and management [4]. A recent systematic review in
SSA found that 25% of young people living with HIV/AIDS
(YPLHIV) screened positive for any psychiatric disorder,
whereas 30%–50% presented with emotional and behavioral
difculties or signifcant psychological distress [5]. Tis
fnding compares to a recent global meta-analytic study
prevalence of 26.07% [6]. Te burden of mental health
problems difers greatly across the countries in SSA, with
about 27% and 12% of adolescents living with HIV (ALHIV)
in South Africa endorsing elevated symptoms of depression
and anxiety, respectively [7], whereas 15% of HIV-positive
adolescents in Botswana reported suicidal ideation, with
female adolescents endorsing more thoughts of suicidality/
self-harm [8]. Similarly, the prevalence of depressive
symptoms among young people in Ethiopia was estimated at
35.5% [9], while in Uganda, depressive and anxiety symp-
toms were reported by 19.8% and 8.9% of YPLHIV, re-
spectively [10].

Mental health problems in HIV/AIDS (1) contribute
signifcantly to poor health outcomes by negatively
impacting adherence to treatment, (2) negate the adoption
of safe sexual practices and behaviors, and (3) hinder school
attendance and academic achievement among young people
[11]. Tese observations have potentiated discussions and
facilitated calls for evidence-based intervention programs to
improve mental health and related outcomes for young
people in SSA [12]. Historically, mental health research,
infrastructure, and service delivery are underdeveloped and
poorly organized in SSA due to a confuence of factors,
including low political will, overconcentration on other
disease conditions (e.g., infectious disease), and low bud-
getary allocation. However, the last 2 decades have witnessed
a growing trend in mental health publications and initiatives
on the continent, including mental health interventions
targeting HIV/AIDS [13, 14]. Tese interventions range
from psychosocial support programs to evidence-based
psychotherapies, such as cognitive-behavioral therapy
(CBT) and interpersonal therapy (IPT) [15]. As a burgeon-
ing area in HIV research in SSA, it is extremely important to
take stock and characterize the literature to improve our
understanding of existing programs, including their efec-
tiveness as well as advance future discourse. Previous sys-
tematic reviews on adolescents and YPLHIV (ALHIV) have
predominantly occurred within global or low- and middle-
income country contexts [16–18], with limited focus spe-
cifcally on SSA. While related reviews have explored mental
health interventions for adolescents in the region, such as the
review by Mabrouk et al. [19], which examined mental
health interventions for adolescents in SSA more broadly,

our review ofers a unique contribution by focusing spe-
cifcally on YPLHIV, providing a comprehensive analysis of
mental health interventions tailored to this specifc pop-
ulation and addressing the critical gap in understanding
contextually adapted interventions for ALHIV in SSA.
Consequently, signifcant knowledge gaps remain regarding
the types of mental health interventions being implemented
for ALHIV, their specifc characteristics, and how they are
developed or adapted for local SSA contexts. Our systematic
review aimed to address these critical gaps by ofering an in-
depth examination of existing mental health interventions
specifcally designed for YPLHIV in the SSA region. It
follows that a systematic synthesis of existing interventions
would provide valuable insights to inform future pro-
gramming and research in this feld.

2. Methods

2.1. Design. Te systematic review adhered to the revised
2020 edition of the Preferred Reporting Items for Systematic
Reviews and Meta-Analysis (PRISMA) standards [20]. We
defned and refned our review question and inclusion/ex-
clusion criteria based on the Cochrane Handbook for Sys-
tematic Reviews of Interventions. A modifed Population,
Intervention, Comparison, and Outcome (PICO) frame-
work, developed by the Cochrane Collaboration guidelines,
was used to structure the key concepts as follows: P is
YPLHIV in SSA; I is mental health interventions; C is
YPLHIV not receiving mental health interventions; and O
refers to primary outcomes (i.e., depression and anxiety) and
secondary outcomes (adherence to ART). Tis review is
registered with PROSPERO (CRD42024538957). Te review
protocol has been published elsewhere (XXXX).

2.2. EligibilityCriteria. Te eligibility criteria were guided by
the PICO framework and the Cochrane Handbook Col-
laboration guidelines. Additionally, the review considered
criteria such as study types, settings/contexts, timelines, and
language restrictions.

2.3. Inclusion Criteria

2.3.1. Population. Studies involving young people aged
10–25 years living with HIV/AIDS. Given the scarcity of
studies on this demographic, we included 2 studies that
combined children and adolescents aged 8–18 years, as they
met all other inclusion criteria.

2.3.2. Intervention. We included studies that evaluated
psychosocial or mental health interventions aimed at im-
proving mental health outcomes (depression, anxiety, and
suicide) and adherence to ART among YPLHIV.

2.3.3. Comparison. Studies with or without comparator
groups were eligible for inclusion in the systematic review.

2.3.4. Outcome. Studies that focused on the impact of
mental health interventions on depression, anxiety, and
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suicidal behaviors (primary outcomes) and adherence to
ART (secondary outcome) were included.

2.3.5. Study Design. Randomized controlled trials, qua-
siexperimental studies, pilot interventions, and prepost
studies evaluating the efectiveness, acceptability, and/or
feasibility of mental health interventions were considered for
inclusion in the review.

2.3.6. Setting/Context. Only studies conducted in SSA
countries were included in the review.

2.3.7. Language. Studies published in English (due to the
cost and constraints of translation) were included.

2.3.8. Timeframe. Studies published from the year 2004 to
June 2024 were included, given the focus on providing
insights into recent developments in mental health in-
tervention programming for YPLHIV.

2.4. Exclusion Criteria

• Studies that focused solely on biomedical or phar-
macological interventions without including a psy-
chosocial or mental health component were excluded.

• Review articles, editorials, commentaries, case reports,
and qualitative studies that did not evaluate an in-
tervention were also excluded.

• Any studies where the full text was not available or
accessible, either through online databases or other
means, were not included in the analysis.

2.5. Search Strategy and Electronic Database Search. For this
review, we determined the PICO components and cross-
referenced them with search terms from comparable prior
reviews to ensure thoroughness. Composite search terms
were created, incorporating controlled vocabulary specifc to
the selected databases (e.g., MeSH terms for PubMed) along
with keywords related to the population (e.g., Adolescen∗
OR “young adult∗” OR teen∗ OR youth OR “young people”
AND HIV OR HIV/AIDS OR “HIV infected”), types of
interventions (e.g., “Mental health intervention∗” OR
“cognitive behavio? ral therap∗” OR “psychosocial inter-
vention∗” OR “psychological intervention∗”), and context
(“sub Saharan Africa” OR Africa). After testing the search
strategy in three databases (PubMed, Scopus, and MED-
LINE), we convened as a group and, following further
discussions, decided that modifcations were necessary to
limit unrestricted access to articles. Tis was accomplished
by adjusting the PICO framework to focus on Population,
Intervention, and Settings. Te outcomes were assessed
during the screening and inclusion of articles. Tis indicates
that the fnal search strategy employed across the selected
databases was adjusted to exclude keywords associated with
the primary and secondary outcomes (see Table 1).

Te researchers (S.A. and D.S.B.) conducted a compre-
hensive literature search across fve prominent electronic
databases recommended by Cochrane. We developed
a customized search strategy to identify relevant studies for
inclusion in the review. Tese databases included PubMed,
Scopus, MEDLINE, CINAHL, and Web of Science. Addi-
tional searches were conducted in African Journals Online,
Google Scholar, library catalogs, conference proceedings,
and clinical trials databases such as ClinicalTrials.gov, dis-
sertation abstracts, and institutional databases such as
UNAIDS and World Health Organization (WHO) to
minimize publication bias. Relevant journals and reference
lists of included studies were also hand-searched. Searches
on the databases were limited to articles published from
January 1, 2003, to June 3, 2024. Additional searches were
also completed on June 15, 2024.Te search was restricted to
the last 20 years to understand recent developments in
mental health intervention programming for YPLHIV.

2.6. Data Management and Screening. Te search results
were imported into Rayyan, a reference management soft-
ware, where duplicate records were identifed and removed.
Two independent reviewers (S.A. and E.X.) screened the
titles and abstracts against the inclusion and exclusion
criteria, resolving any disagreements through discussion or
consultation with a third reviewer. Full-text articles of po-
tentially eligible studies were retrieved and assessed for
inclusion by the two independent reviewers, with the third
reviewer (D.S.B.) involved in case of disagreements. Reasons
for study exclusion at this screening phase were documented
and detailed in a PRISMA fow diagram (see Figure 1).

2.7. Data Extraction. A standardized data extraction form
(Excel spreadsheet), adapted from previous systematic re-
views [17, 18], was used to record relevant information from
the included studies. Two reviewers’ (D.S.B. and E.X.) pilot-
tested the data extraction format, discussed, and iteratively
refned it. Data extraction was conducted independently by
two reviewers (D.S.B. and E.X.), with discrepancies resolved
through discussion and a third reviewer’s involvement.
Extracted data included study characteristics (e.g., author,
year, country, and study design), population details, in-
tervention details, key fndings on intervention efectiveness,
and implementation approaches (Tables 2 and 3).

2.8. Data Synthesis. A qualitative content analysis approach
[21] was used to collate the extracted data, categorizing and
comparing similarities, diferences, and relationships re-
garding mental health interventions and their impact on
mental health outcomes and ARTadherence across diferent
studies.Te data were synthesized by identifying themes and
concepts relevant to the review question. To address in-
tervention heterogeneity, we categorized interventions based
on their primary therapeutic approach and analyzed out-
comes separately for diferent mental health conditions.
Interventions addressing faulty or maladaptive cognition
and behaviors were categorized as cognitive behavior–based
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Table 1: Search strategy.

Electronic database Search strategy

PubMed

Adolescent [MeSH Terms] OR Adolescen∗[Text Word] OR “young adult∗” [Text
Word] OR teen∗[Text Word] OR youth [Text Word] “young people” [Text Word]
OR “young women” [Text Word] OR “young men” [Text Word] OR “young

person” [Text Word] OR “10–19 year olds” [Text Word] AND hiv [MeSH Terms]
OR HIV [Text Word] OR “human immunodefciency virus” [Text Word] OR AIDS
[Text Word] OR “HIV/AIDS” [Text Word] OR “HIV and AIDS” [Text Word] OR
“acquired immunodefciency syndrome” [Text Word] OR “immune failure” [Text
Word] OR “HIV-positive” [Text Word] OR SADA [Text Word] AND “Mental
health intervention” [text Word] OR “school-based intervention” [Text Word] OR
“community-based intervention” [text Word] OR “peer intervention” [text Word]
OR “church-based intervention” [text Word] OR “family-based intervention” [Text

Word] OR “group based intervention” [Text Word] OR “cognitive behavior
therap∗” [Text Word]OR “psychosocial intervention” [MeSH Terms] OR

Psychosocial intervention∗[text Word] OR “Psychological intervention” [Text
Word] OR “interpersonal therap∗” [text Word] OR “group therapy” [Text Word]
OR “behavior therap∗” [textWord]OR “cognitive therap∗” [textWord] ANDAfrica

[text Word] OR “Sub Saharan Africa” [Text Word]

MEDLINE

TX (Adolescen∗ OR “young adult∗”OR teen∗ OR youth OR “young people” OR
“young women” OR “young men” OR “young person” OR “10–19 year olds”) AND
TX (HIV OR “human immunodefciency virus” OR AIDS OR “HIV/AIDS” OR
“HIV and AIDS”OR “acquired immunodefciency syndrome” OR “immune failure”

OR “HIV-positive” OR SADA) AND TX (“Mental health intervention” OR
“school-based intervention” OR “community-based intervention” OR “peer

intervention” OR “church-based intervention” OR “family-based intervention∗”
OR “health facility-based intervention” OR “group based interventions” OR

“cognitive behavioural therap∗” OR “Psychosocial intervention” OR “Psychological
intervention” OR “interpersonal therap∗” OR “group therap∗” OR “behaviour
therap∗” OR “Cognitive therap∗”) AND TX (Africa OR “Sub Saharan Africa”)

CINAHL

TX (Adolescen∗ OR “young adult∗”OR teen∗ OR youth OR “young people” OR
“young women” OR “young men” OR “young person” OR “10–19 year olds”) AND
TX (HIV OR “human immunodefciency virus” OR AIDS OR “HIV/AIDS” OR
“HIV and AIDS”OR “acquired immunodefciency syndrome” OR “immune failure”

OR “HIV-positive” OR SADA) AND TX (“Mental health intervention” OR
“school-based intervention” OR “community-based intervention” OR “peer

intervention” OR “church-based intervention” OR “family-based intervention∗”
OR “health facility-based intervention” OR “group based interventions” OR

“cognitive behavioural therap∗” OR “Psychosocial intervention” OR “Psychological
intervention” OR “interpersonal therap∗” OR “group therap∗” OR “behaviour
therap∗” OR “Cognitive therap∗”) AND TX (Africa OR “Sub Saharan Africa”)

Scopus

TX (Adolescen∗ OR “young adult∗”OR teen∗ OR youth OR “young people” OR
“young women” OR “young men” OR “young person” OR “10–19 year olds”) AND
TX (HIV OR “human immunodefciency virus” OR AIDS OR “HIV/AIDS” OR
“HIV and AIDS” OR “acquired immunodefciency syndrome” OR “immune

failure” OR “HIV-positive” OR SADA) AND TX (“Mental health intervention” OR
“school-based intervention” OR “community-based intervention” OR “peer

intervention” OR “church-based intervention” OR “family-based intervention∗”
OR “health facility-based intervention” OR “group based interventions” OR

“cognitive behavioural therap∗” OR “Psychosocial intervention” OR “Psychological
intervention” OR “interpersonal therap∗” OR “group therap∗” OR “behaviour
therap∗” OR “Cognitive therap∗”) AND TX (Africa OR “Sub Saharan Africa”)

Web of Science

TX (Adolescen∗ OR “young adult∗”OR teen∗ OR youth OR “young people” OR
“young women” OR “young men” OR “young person” OR “10–19 year olds”) AND
TX (HIV OR “human immunodefciency virus” OR AIDS OR “HIV/AIDS” OR
“HIV and AIDS” OR “acquired immunodefciency syndrome” OR “immune

failure” OR “HIV-positive” OR SADA) AND TX (“Mental health intervention” OR
“school-based intervention” OR “community-based intervention” OR “peer

intervention” OR “church-based intervention” OR “family-based intervention∗”
OR “health facility-based intervention” OR “group based interventions” OR

“cognitive behavioural therap∗” OR “Psychosocial intervention” OR “Psychological
intervention” OR “interpersonal therap∗” OR “group therap∗” OR “behaviour
therap∗” OR “Cognitive therap∗”) AND TX (Africa OR “Sub Saharan Africa”)
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approach, whereas those focusing on improving family were
grouped as family-based therapy. Te duration in imple-
menting the intervention was documented and considered
in the analysis of efectiveness.

2.9.RiskofBiasAssessment. Eligible studies were assessed for
quality using standardized criteria suitable for their re-
spective study designs. Two reviewers (S.A. and D.S.B.)
independently evaluated each study’s methodological
quality and resolved any discrepancies through discussion. If
needed, a third reviewer (P.K.A. or V.V.A.) provided the
fnal judgment on the study’s rating. Randomized controlled
trials were evaluated with the Cochrane Risk of Bias tool,
which checks for potential biases such as randomization,
allocation concealment, and selective reporting [22]. Non-
randomized studies were assessed using a modifed version
of the Newcastle–Ottawa Scale [23]. When study reports
lacked sufcient information, the judgment “UNCLEAR”

was given to the specifc risk of bias items. Each study was
then assigned a fnal quality rating of “low,” “moderate,” or
“high” based on the comprehensive evaluation of bias risk.
Te Cochrane Risk of Bias tool is a 6-item checklist with an
overall score of 6. Scores of 0–2, 3–4, and 5–6 were rated as
low, moderate, and high quality, respectively. Te New-
castle–Ottawa Scale is a 9-item scale with scores of 0–3, 4–6,
and 7–9 indicating low, moderate, and high quality, re-
spectively (see Tables 4 and 5).

3. Results

3.1. Study Characteristics. Eight eligible studies were con-
ducted across fve SSA countries: Kenya [29, 31], South
Africa [25, 30], Zambia [26, 27], Tanzania [24], and Uganda
[28]. Five studies used randomized controlled trial designs,
two employed mixed methods [29, 31], and one used
a quasiexperimental design [30]. Te total sample size was
1510 and varied considerably from 30 in the Kenya

Records identified from∗:
Cinahl = 1020

Medline = 1686
PubMed = 25
Scopus = 196

Web of Science = 76
Others = 2

Total = 3005

Records removed before 
screening:

Duplicate records removed
(n = 806)

Records screened.
(n = 2199)

Records excluded.
(n = 2144)

Reports sought for retrieval
(n = 55)

Reports not retrieved.
(n = 0)

Reports assessed for eligibility
(n = 55)

Reports excluded (n = 47)
No mental health outcome

(n = 15)
A study protocol (n = 6)

Wrong population (n = 15)
Adolescent without HIV/AIDS

(n = 4)
No mental health intervention

(n = 5)
Discussion paper (n = 2)

Studies included in review.
(n = 8)
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Identification of studies via databases and registers

Figure 1: Schematic representation of systematic review of research onmental health interventions for adolescents living with HIV/AIDS in
sub-Saharan Africa.
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WhatsApp study [29] to 610 in the Zambian trauma-focused
cognitive behavioral therapy (TF-CBT) [26]. Te partici-
pants aged between 7 and 24 years (see Table 2).

3.2. Mental Health Interventions Targeting YPLHIV. Eight
studies reported on 8 diferent but interrelated interventions
designed to address mental health burden in YPLHIV as well
as improve adherence to ART. Te interventions and their
respective characteristics are summarized in Table 3. As can
be seen, some interventions were delivered over 10weeks
(e.g., Sauti ya Vijana [SYV] in Tanzania) [24], while others
lasted up to 6 months (e.g., WhatsApp intervention in
Kenya). Follow-up periods ranged from immediate post-
intervention assessments [27] to 6 months [28–30]. Te
interventions share similarities and diferences in the mode
of delivery, duration, and core components/essential char-
acteristics. Majority of the interventions used lay counselors
or community members to deliver the intervention, likely
addressing the shortage of mental health professionals in
these settings. Following a critical review of the in-
terventions, the interventions were regrouped under the
broad categories described below.

3.2.1. CBT-Based Interventions. CBT is a type of psycho-
logical treatment proven to be efective for a range of
problems, including depression and anxiety disorders [32].
It is one of the evidence-based interventions for a range of
behavioral and mental health problems for diverse pop-
ulations and age groups, such as YPLHIV [33].We identifed
four interventions that were based on the ethos and prin-
ciples of CBT. Te SYV (Te Voice of Youth) intervention
incorporated CBT along with Interpersonal Psychotherapy
and Motivational Interviewing. Te intervention was
cocreated with the youth who were the intended benef-
ciaries and was delivered by trained lay group leaders over
10 weeks through in-person group sessions, including in-
dividual and joint sessions with caregivers [24]. Te group-
based cognitive behavioral therapy (G-CBT) was delivered
over 6 months by trained health paracounselors. Tis in-
tervention focused on core CBT components such as psy-
choeducation, cognitive restructuring, and skill-building,
designed to address HIV/AIDS stigma, depression, mood
management, and related issues. Te G-CBT also in-
corporated some elements of multiple family group therapy
sessions, focusing on core components such as rules, re-
sponsibility, relationships, respectful communication, stress,
and social support [28]. Te TF-CBT intervention with
enhanced psychosocial counseling was designed to specif-
cally address trauma and related problems. It was delivered
over 12 weeks by lay counselors and includes elements such
as psychoeducation, relaxation techniques, and trauma
narrative work [26]. Lastly, the Problem Management Plus
(PM+) is a brief, transdiagnostic psychological intervention
based on CBT principles. It was initially developed by the
WHO and adapted and delivered via mobile phone in Kenya
in a 10-week session, facilitated by trained lay helpers. Te
PM+ is focused on stress management, problem-solving,
and behavioral activation [31].

3.2.2. Family-Based Interventions. Family-based in-
terventions are structured therapeutic approaches that
involve family members in addressing mental health
challenges, focusing on improving communication, sup-
port, and collective coping strategies to enhance individual
and family well-being [34]. Studies evaluating the in-
volvement of families in intervention programming have
generally reported positive impacts [35, 36]. We identifed
one intervention for YPLHIV that was designed along
family systems and resources: Te VUKA Family In-
tervention. Designed to improve psychosocial functioning
and health outcomes, the VUKA Family Intervention was
delivered over 3months through group sessions involving
(1) family group activities and (2) separate parent and child
group activities. It uses a culturally tailored cartoon
storyline to address various aspects of living with HIV,
including disclosure, adherence, and caregiver–child
communication [25].

3.2.3. Peer Support Interventions. Peer-based interventions
are mental health support strategies that leverage in-
dividuals with lived experience of similar mental health
challenges to provide support, guidance, and mutual un-
derstanding through shared experiences [37]. Peer support
played a crucial role in two interventions. Te frst in-
tervention, a mobile-based mental health peer support
program, utilized the WhatsApp platform to address
mental health and related issues. Te intervention delivery
spans 6months and it employs online groups and direct
messaging techniques. Tis program was facilitated by
a trained pediatric HIV adherence and disclosure counselor
[29]. Te second identifed peer support intervention
consists of in-person group meetings held over 10 weeks
and focused on providing information about HIV/AIDS,
encouraged child-initiated discussions, and conducting
group activities. Tis intervention was delivered by mod-
erators and a psychiatrist [27].

3.2.4. Community-Based Interventions. Community-based
interventions represent a powerful, holistic approach to
mental health that extends beyond traditional clinical
models, particularly in contexts with limited healthcare
infrastructure [38]. Only one intervention fell under this
category. Te “Make A Diference” (MAD) intervention
implemented in South Africa is a community-based ap-
proach delivered over 6months by trained “youth ambas-
sadors.” Te MAD intervention used art and education
activities as part of strategies to build self-worth, self-
concept, and emotional control among HIV-positive
youth [30].

3.3. Efectiveness of the Interventions

3.3.1. Efectiveness of the Intervention on Depressive
Symptoms. Depression was a common primary outcome
and was assessed in 7 studies from 5 countries [24, 25, 27–31]
and was measured using validated tools. Two studies in
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Kenya [29, 31] and one in Tanzania [24] utilized the Patient
Health Questionnaire (PHQ-9); two studies in South Africa
[25, 30] and one in Uganda [28] used the Child Depression
Inventory (CDI) adapted for their respective contexts, while
one study in Zambia used the Hamilton Depression Scale for
Children [27].

Te interventions showed mixed results in addressing
depression among HIV-positive youth. Tree interventions
demonstrated signifcant efects on depressive symptoms
[27, 28, 31]. Te peer support intervention in Zambia re-
ported a notable reduction in depression cases from 42.5% to
15% postintervention, with a signifcant decrease in severe
depression cases from 13 to 3 [27]. Te Multiple Family
Group-Family Strengthening (MFG-FS) intervention in
Uganda signifcantly reduced depressive symptoms [28], and
the PM+ caused a signifcant reduction in mean depressive
symptoms (4.9 v. 8.9; p � 0.002) [31]. In contrast, four
interventions showed no substantial change [24, 25, 29, 30].
Specifcally, the SYV program in Tanzania, the VUKA
Family Intervention in South Africa, the MAD communi-
ty–based intervention, and the mobile-based WhatsApp
intervention in Kenya showed no signifcant changes in
depression scores between intervention and control groups
[24, 25, 29, 30].

3.3.2. Efectiveness of the Intervention on Anxiety Symptoms.
Only one study explicitly reported on anxiety outcomes in
Kenya using the validated Generalized Anxiety Disorder
Scale (GAD-7), following the adaptation and implementa-
tion of the PM+ intervention [31]. At the end of the in-
tervention, there was a sharp and signifcant reduction in
mean anxiety symptom scores (4.6 v. 7.0; p � 0.030) in the
intervention group compared to the waitlist group. Te
efectiveness of the intervention was reported at follow-up
[31].

3.3.3. Efectiveness of the Interventions on Adherence to ART.
Adherence to ART was a secondary key outcome and was
measured through self-reported measures in Tanzania [24],
Uganda [28], and South Africa [25]. One study in Kenya [29]
used the Comprehensive ART Measure for Pediatrics
(CAMP) Adherence Questionnaire and electronic dose
monitoring via edical Event Monitoring System (MEMS).
Four interventions demonstrated positive impacts of mental
health interventions on adherence to ART [24, 25, 28, 29],
although the measure and magnitude of improvement
varied across studies.

Te mobile-based WhatsApp intervention in Kenya
reported improvement in self-reported adherence and
a decrease in missed doses over 6 months. Electronic dose
monitoring via MEMS showed that 59% of participants were
adherent, providing objective support for the intervention’s
efectiveness [29]. Te VUKA Family Intervention in South
Africa reported improvement in ART adherence in the
intervention group compared to the control group [25]. In
Uganda, the G-CBT participants reported better ART ad-
herence compared to the MFG-FS intervention at 6months
postintervention [28]. Te SYV program in Tanzania also

showed a slight improvement in self-reported ART adher-
ence at 6months, although the improvement was not sta-
tistically signifcant [24].

4. Discussion

Tis synthesis provides a comprehensive overview of mental
health interventions for YPLHIV in SSA. Key fndings of the
review are discussed below.

4.1. Classifcation ofMentalHealth Interventions. Te review
identifed four main categories of interventions: CBT-based,
family-based, peer support, and community-based in-
terventions. Tis diversity of approaches aligns with pre-
vious reviews which also found a range of intervention types
for HIV-afected youth in low- and middle-income coun-
tries [17]. However, the current synthesis highlights
a growing emphasis on CBT-based interventions, which
were less prominent in earlier reviews [17, 18]. Four of the
interventions utilized CBTprinciples, including adaptations
such as TF-CBT and PM+. Te prominence of CBT-based
interventions is consistent with global trends in mental
health treatment. A previous meta-analysis found CBT to be
efective for various mental health conditions across dif-
ferent cultural contexts [16]. Te variety of intervention
types suggests that a one-size-fts-all approach may not be
suitable for addressing mental health in HIV-positive youth
[39, 40].

It is crucial to highlight that the intervention develop-
ment or adaptation processes were underpinned by coc-
reation methodologies or demonstrated signifcant
involvement of the intended benefciaries of the in-
terventions. Tis is important to ensure that the in-
terventions are culturally and linguistically appropriate.
Closely related to the above is the observation that most of
the interventions utilized lay counselors or community
members as intervention providers. Tis approach is con-
sistent with the task-shifting model advocated by the WHO
[41]. A review found that psychological treatments delivered
by nonspecialist providers were efective in low- andmiddle-
income countries [42]. Task shifting to lay providers is highly
recommended as a strategy to address the shortage of mental
health professionals in resource-limited settings. Using
existing resources and structures to support the delivery of
interventions is one of the surest ways to promote the
sustainability of interventions beyond the funding period.

4.2. Efectiveness of Interventions Against Selected Outcomes.
Depression was the most assessed outcome, followed by
ART adherence. Anxiety was less measured. Most studies
used widely recognized and validated tools to assess the
impact of the interventions on the chosen outcomes. Tis
strengthens as well as enhances the reliability and validity of
the fndings [43], allowing for more confdence in the results
and potential comparability across studies. Te increasing
focus on depression aligns with previous research high-
lighting its prevalence among HIV-positive adolescents and
youth [6, 9]. However, the limited assessment of anxiety
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contrasts with studies suggesting high comorbidity of
anxiety and depression in this population [44, 45]. Te
inclusion of ART adherence as a secondary outcome in this
review and several studies included in this review refects
growing recognition of the bidirectional relationship be-
tween mental health and HIV treatment adherence, a link
that has been increasingly emphasized in recent years
[46, 47].

Te fndings present a mixed picture of efectiveness
for mental health interventions among HIV-positive
youth in Africa. Te peer support intervention in Zam-
bia showed signifcant reductions in depressive symptoms
[27]. Tis aligns with previous research suggesting that
family-based and peer support interventions can be ef-
fective in improving mental health outcomes for YPLHIV
[17, 48, 49]. In contrast, the SYV in Tanzania and the
VUKA Family Intervention in South Africa did not show
signifcant improvements in depression scores. Tis
variability in outcomes suggests that the efectiveness of
mental health interventions may be context-dependent
and infuenced by factors such as cultural appropriate-
ness, delivery method, and intensity of the intervention
[50–52]. As mentioned earlier, the mixed results imply
that a one-size-fts-all approach to mental health in-
terventions for HIV-positive youth may not be efective
[40]. Tere is, therefore, a need for more research to
understand which components of successful interventions
contribute most to positive outcomes. Cultural adaptation
of interventions may be crucial for their efectiveness in
diferent African contexts.

Te limited data on anxiety interventions make it dif-
fcult to draw broader conclusions on the efectiveness of
some interventions. However, the positive results from the
PM+ intervention are encouraging.Te efectiveness of PM+
aligns with fndings from other contexts, such as those re-
ported by previous researchers in their study of PM+ for
adults with mental health disorders [53, 54]. Te fndings of
this review indicate that there is a considerable lack of re-
search on anxiety interventions for HIV-positive youth in
Africa, making it ethically and scientifcally valid to highlight
this gap. Nonetheless, mobile-delivered interventions may
show potential for addressing anxiety.

Several interventions demonstrated positive efects on
ART adherence. Te mobile-based WhatsApp intervention
in Kenya, the VUKA Family Intervention in South Africa,
and the G-CBT in Uganda all improved adherence to ART.
Te generally positive efects on ART adherence across
diferent intervention types are encouraging. Tese fndings
align with previous reviews [55, 56] which found that
various types of interventions could improve adherence
among HIV-positive youth. Te link between mental health
improvement and better ART adherence suggests that
addressing mental health could have broader positive im-
pacts on HIV management [57].

4.3. Implications for Practice and Policy. Practitioners
should implement integrated care models addressing both
mental health and HIV management, prioritizing peer

support and family strengthening programs for their ef-
fectiveness in reducing depression. Multicomponent in-
terventions that target mental health and ART adherence
should be implemented and assessed using objective
measures. Policymakers should support frameworks for
mobile and digital technologies in mental health in-
terventions due to their scalability and efectiveness, es-
pecially in areas with limited access to in-person services.
Mental health professionals and peer supporters must be
trained in culturally competent care, and comprehensive
mental health assessments, including measures of de-
pression, and anxiety should be part of routine care for
HIV-positive youth.

4.4. Implications for Future Research and Interventions.
Research should focus on developing standardized outcome
measures for comparison and meta-analysis, with more
longitudinal studies to assess the long-term impacts on
mental health and ART adherence. Limited longitudinal
evidence exists for mental health interventions targeting
YPLHIV in SSA. Most existing studies provide cross-
sectional insights rather than long-term outcome tracking.
Increased research on anxiety interventions for HIV-
positive youth is needed to fll current knowledge gaps.
Identifying efective components of interventions can aid in
developing potent multicomponent programs, and cost-
efectiveness analyses should inform policy and imple-
mentation decisions. Future research should focus on
comparing the efectiveness of diferent intervention types
within the same cultural context to identify the most ap-
propriate approaches. Researchers should also investigate
cultural adaptation of interventions for diferent African
contexts and explore technology-based interventions’ ac-
ceptability, feasibility, and efectiveness. Qualitative research
is essential to understand HIV-positive youths’ experiences
with mental health interventions. Implementation science
research is needed to scale successful interventions in real-
world settings, and studies should examine combined
evidence-based approaches. Investigating protective factors
and resilience among HIV-positive youth can inform
strength-based interventions. Standardized training pro-
grams for lay providers should be developed and evaluated
with ongoing supervision and support systems to ensure
quality of service provision by lay personnel. Similarly, it was
observed that validated tools were used to assess the review
outcomes. However, the variability observed in the assess-
ment tool type and item number can make direct com-
parisons between studies more challenging. Standardizing
the use of specifc tools across similar studies in the region
[58] may facilitate easier comparisons and potential meta-
analyses. Te most frequently used tool for assessing
treatment adherence was self-reported measures. Although
self-reports can ofer valuable insights into patient experi-
ences, they are susceptible to recall and social desirability
biases, which might lead to inaccurate estimates of adher-
ence rates [59–61]. Future research should aim to balance
validated, culturally adapted tools with more objective
measures for adherence.
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4.5. Limitations of the Review. Tis systematic review has
several limitations that afect the interpretation of its fnd-
ings and future research planning. Te small number of
studies meeting the inclusion criteria limits generalizability
and may not fully represent the diverse range of in-
terventions and contexts across Africa. Geographical rep-
resentation is also limited, as the studies were conducted in
only a few African countries, overlooking regional varia-
tions. Te variability in outcome measures and the use of
self-reported data complicate the synthesis and comparison
of results. Many studies had short follow-up periods, leaving
the long-term efectiveness of interventions unknown. Te
current review’s quantitative focus represents a potential
limitation, recognizing that nuanced experiences and con-
textual insights may not be fully captured by purely
quantitative methods. Additionally, there is a scarcity of
studies addressing anxiety and overall mental health func-
tioning, limiting our understanding of comprehensive
mental health interventions for HIV-positive youth in
Africa. Te imposition of date restrictions and limiting the
review to English-language publications may have excluded
potentially relevant studies and overlooked valuable non-
English research, limiting the scope of inclusivity.

5. Conclusions

Tis systematic review reveals a complex landscape of
mental health interventions for HIV-positive youth in
Africa. While some interventions show promise in
addressing depression and improving ART adherence, re-
sults are mixed and often context-dependent. Peer support,
family-based interventions, and mobile health approaches
emerge as potentially efective strategies. However, signif-
cant gaps remain, particularly in addressing anxiety and
overall mental health functioning. Te review underscores
the need for more rigorous, standardized, and culturally
adapted research across diverse African settings. Future
eforts should focus on developing integrated, multicom-
ponent interventions that address both mental health and
HIV management, with an emphasis on long-term efec-
tiveness and scalability. Ultimately, this review highlights the
critical importance of mental health support in HIV care for
youth in Africa and calls for increased attention and re-
sources in this vital area of public health.
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