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Abstract

B A C K G R O U N D Depression is highly prevalent in people living with HIV (PLHIV) and is associated

with increased morbidity and mortality. In India, where access to mental health specialists is limited, little

is known about the attitude of HIV clinicians toward depression in PLHIV.

M E T H O D S We administered a questionnaire to HIV clinicians attending the 2015 Chennai Anti-

retroviral Therapy Symposium that assessed respondents’ level of agreement with 29 statements

regarding the etiology, importance, and management of depression and whether they felt capable and

willing to manage depression in PLHIV.

R E S U L T S The 69 respondents were from 9 Indian states. Most respondents agreed that depression in

PLHIV is a serious problem (91%) and is associated with poorer HIV-related outcomes (62%-81%).

Although most respondents (76%) reported feeling comfortable discussing mental health problems with

PLHIV, almost half (48%) admitted that lack of knowledge and training about mental health issues

hindered the diagnosis and treatment of depression in PLHIV. With few exceptions, there were no

significant differences in responses by gender, urban/rural practice location, or government versus

private practice.

C O N C L U S I O N S Indian HIV clinicians believe that depression in PLHIV is important and are willing to

manage depression in the HIV primary care setting. These findings suggest that HIV clinicians require

further training to deliver evidence-based interventions to treat PLHIV with depression.
K E Y W O R D S depression, clinicians, India, HIV
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Depression in people living with HIV (PLHIV)
has been associated with increased HIV transmis-
sion risk,1,2 greater CD4þ cell count declines,3,4
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As in other low- and middle-income countries
(LMICs), diagnosis and management of depression
in India is made more difficult by the relative pauc-
ity of mental health specialists.13 Furthermore, in
India as in other countries, depression often mani-
fests with somatic symptoms, leading patients to
consult nonpsychiatric clinicians.14,15 For these rea-
sons, treatment of depression in LMICs such as
India will remain the domain of primary care pro-
viders for the foreseeable future.16 Accordingly,
HIV clinicians will likely be integral to any success-
ful interventions targeted toward depression in
PLHIV in LMICs.17 Given that effective interven-
tions for depression can be implemented by nonspe-
cialist clinicians,18 the integration of mental health
care into HIV clinical care will be critical to improve
HIV-related outcomes.19

Although the integration of mental health inter-
ventions into HIV care will require the involvement
of HIV clinicians, a study conducted in Gujarat
showed widespread stigma and misinformation
about depression among nonpsychiatric clinicians.20

Against this backdrop, it is critical to understand
the perceptions of HIV clinicians toward depression
in PLHIVdin particular, whether HIV clinicians
would be willing and able to screen for and treat
depression in HIV primary care settings. However,
in India, no studies have been conducted on the
attitudes of HIV clinicians toward depression in
PLHIV.

To address this gap in knowledge, we adminis-
tered a questionnaire to HIV clinicians attending
the 2015 Chennai Antiretroviral Therapy (CART)
Symposium. The aim of this study was to better
understand the attitudes of Indian HIV clinicians
toward depression in PLHIV and diagnosis and
management of depression in routine HIV care.
We hypothesized that Indian HIV clinicians would
agree that depression in PLHIV is important and
would be willing to address depression in an HIV
primary care setting but would feel inadequately
prepared to do so.

METHODS

The study was conducted at CART 2015, a 2-day
HIV educational symposium organized by the
Y.R. Gaitonde Centre for AIDS Research and
Education (YRG CARE) and held in Chennai,
India. YRG CARE is a leader in HIV clinical
care and research in India, having treated more
than 20,000 PLHIV since its founding in 1993
and having served as a study site for the HIV
Prevention Trials Network and AIDS Clinical Tri-
als Group.21,22 CART, which is held yearly, is one
of the most important HIV educational symposia in
India and attracts HIV clinicians from all over India
as well as other countries in South Asia. On the first
day of the conference, we administered a written
questionnaire that asked about clinicians’ demo-
graphics and practice information and 29 items
related to clinicians’ attitudes toward depression.
These 29 items, which were grouped into 5 catego-
ries, asked respondents to agree with statements
about depression in PLHIV using a 5-point Likert
scale (strongly agree, agree, neutral, disagree,
strongly disagree). The questionnaire was adapted
from other published questionnaires on provider
attitudes toward mental health,23,24 including 2
from India.25,26 Study materials were written in
English, which was the primary language used at
CART 2015. We obtained informed consent from
all study participants. Ethical approval for study
procedures was obtained from the Institutional
Review Board of YRG CARE.

We used descriptive statistics to characterize the
sample and quantify the frequency of responses to
the 29 questionnaire items. For each of the 29
items, after assigning values of 1 (strongly disagree)
to 5 (strongly agree) for responses on the Likert
scale, we used t tests to compare mean level of
agreement by sex, government versus private prac-
tice, and urban versus rural practice location. To
assess the association between level of agreement
with each question and years of practice or number
of PLHIV treated per month, we fitted linear
regression models with level of agreement as the
outcome variable and years of practice or number
of PLHIV per month (log-transformed, given the
skewed distribution of this variable) as the explana-
tory variable. A statistically significant regression
coefficient was considered evidence that level of
agreement with a particular question differed by
years of practice or number of PLHIV per month.

R E SU L T S

We received questionnaires from 69 respondents,
including 42 men and 25 women (2 persons did
not provide responses for sex) (Table 1). The
median age of respondents was 39 years old (range,
21-75). Seventeen clinicians reported specializing in
infectious diseases, HIV medicine, or venereology;
11 clinicians reported specializing in medicine/
internal medicine or serving as general practitioners.
A variety of other specialties were reported,



Table 1. Participant Characteristics (n [ 69)

Sex

Male, % 42 (63%)

Female, % 25 (37%)

Age, median (range) 39 (21-75)

Specialty

Infectious diseases, HIV, venereology 17 (25%)

Microbiology 12 (17%)

Internal medicine, medicine, general practice 11 (16%)

Other 18 (26%)

None reported 11 (16%)

Primary practice

Government/public 37 (58%)

Private 26 (42%)

Urban/rural location

Urban 48 (71%)

Rural 10 (15%)

No response 10 (15%)

Years in practice, median (range) 10 (1-25)

Approximate no. of patients per mo,

median (range)

100 (1-5300)
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including pulmonology, obstetrics/gynecology,
anesthesia/critical care, and microbiology. The
median number of years in practice was 10 (range,
1-25). The median number of PLHIV seen per
month was 100, with a very wide range reported
(1-5300); 11 clinicians reported caring for at least
1000 PLHIV per month. On average, clinicians
employed in the public sector reported seeing far
more PLHIV per month (933 vs 92, P ¼ 0.01).
Results for each of the 29 items are summarized
in Table 2. Number of missing values for each
item ranged from 1 to 4. Key results are summarized
by category next.
Etiology of Depression in PLHIV/Stigmatizing
Attitudes Toward PLHIV with Depression. There
was a relatively wide range of responses regarding
etiology of depression, with no strong consensus
as to whether depression results from “biochemical
imbalances” (38% agreed, 24% disagreed) or “recent
misfortunes” (27% agreed, 38% disagreed). Simi-
larly, results were mixed in regard to stigmatizing
attitudes toward depressed PLHIV. Although
68% of respondents disagreed with the statement,
“People who develop depression usually have only
themselves to blame,” 62% of respondents were
either neutral or agreed with the statement “Depres-
sion is a sign of personal weakness.” A majority
(53%) of respondents felt that it was difficult to
work with depressed PLHIV. There were no signif-
icant differences in responses by gender, urban ver-
sus rural practice location, government versus
private practice, years in practice, or number of
PLHIV seen per month.
Importance of Depression in PLHIV. There was
broad agreement that depression was both common
and impactful. A large majority of the sample agreed
that depression was common among PLHIV seen
in practice (78%) and that depression exacerbated
risky behaviors (80%) and worsened HIV-related
outcomes, such as antiretroviral therapy adherence
(73%), loss to HIV care (81%), and treatment fail-
ure (62%). There were no significant differences in
responses by gender, urban/rural practice location,
government versus private practice, years in practice,
or number of PLHIV seen per month.
Treatment of Depression in PLHIV. Most respond-
ents agreed that depression in PLHIV is treatable
(81%) and that depression in PLHIV needs to be
treated before it can improve (79%). A large major-
ity agreed that depression should ideally be treated
with a combination of medications and counseling
(99%). Men compared with women (3.2 vs 2.7,
t ¼ 2.07, P ¼ 0.04) and practitioners in rural loca-
tions (3.7 vs 2.8, t ¼ 2.95, P ¼ 0.005) were more
likely to agree that depression in PLHIV can be
treated with counseling alone. There were no signif-
icant differences in responses by government versus
private practice, years in practice, or number of
PLHIV seen per month.
Ability and Willingness of HIV Clinician to Manage
Depression. Most respondents (76%) felt comfort-
able discussing mental health problems with
PLHIV, with only 19% agreeing that it is inappro-
priate for a clinician to bring up mental health prob-
lems with patients. Respondents appeared to be
more confident in their ability to diagnose depres-
sion (66%) than treat depression (45%). Forty-
eight percent endorsed that “Lack of knowledge/
training about depression prevents me from diag-
nosing and treating depression in PLHIV.” Men
were more likely to agree that it was inappropriate to
bring up mental health problems with patients (2.8
vs 2.2, t ¼ 2.59, P ¼ 0.01) and to be confident in
their ability to treat depression (3.5 vs 3.0, t ¼ 2.02,
P ¼ 0.05). Rural practitioners were more likely to
feel comfortable discussing mental health problems
with PLHIV (4.3 vs 3.7, t ¼ 2.53, P ¼ 0.01) and
confident in their ability to treat depression in
PLHIV (3.9 vs 3.2, t ¼ 2.05, P ¼ 0.04). Practi-
tioners with more years in practice treating HIV
were less likely to consider it inappropriate to bring
up mental health problems with patients
(b ¼ �0.04, t ¼ 2.06; 95% confidence interval
[CI], �0.072 to �0.001).



Table 2. Levels of Agreement of 69 Indian HIV Clinicians with Statements Regarding Depression in People Living with HIV (PLHIV)

Statement Disagree/Strongly Disagree* Neutral Agree/Strongly Agree

Etiology of depression in PLHIV / stigmatizing attitudes toward PLHIV with depression

Depression in PLHIV is the result of biochemical imbalances. 24% 38% 38%

Depression in PLHIV is the result of recent misfortunes. 38% 34% 27%

People who develop depression usually have only themselves to blame. 68% 17% 15%

Depression is a sign of personal weakness. 38% 24% 38%

It is difficult to work with PLHIV who have depression. 26% 21% 53%

Importance of depression in PLHIV

Depression is common among the PLHIV I see in practice. 6% 16% 78%

Among PLHIV, mental health problems are less important than physical health problems. 54% 9% 20%

Depression in PLHIV is worthy of serious concern and attention. 4% 4% 91%

Depression can cause or worsen somatic symptoms in PLHIV. 3% 11% 86%

PLHIV who are depressed are less likely to be adherent to antiretroviral therapy. 12% 15% 73%

PLHIV who are depressed are more likely to engage in risky behaviors. 12% 9% 80%

PLHIV who are depressed are more likely to have antiretroviral treatment failure. 15% 24% 62%

PLHIV who are depressed are more likely to drop out of care. 6% 13% 81%

Treatment of depression in PLHIV

Depression in PLHIV is treatable. 3% 16% 81%

Depression in PLHIV needs to be treated before it can improve. 6% 15% 79%

Depression in PLHIV can be treated with counseling alone. 42% 20% 38%

Depression in PLHIV can be treated with medications alone. 79% 15% 6%

Depression in PLHIV should be treated with a combination of medications and counseling. 0% 1% 99%

Ability and willingness of HIV clinician to manage depression

I actively look for depression among my patients with HIV. 6% 29% 65%

Time constraints prevent me from diagnosing and treating depression in PLHIV. 40% 24% 37%

Aside from university, I have received formal training in mental health disorders. 20% 43% 37%

Lack of knowledge/training about depression prevents me from diagnosing and treating depression

in PLHIV.

31% 22% 48%

I am confident in my ability to diagnose depression in PLHIV. 13% 21% 66%

I am confident in my ability to treat depression in PLHIV. 18% 36% 45%

I am comfortable discussing mental health problems with PLHIV. 6% 18% 76%

It is generally inappropriate in India for a clinician to bring up mental health problems with patients. 52% 28% 19%

Access to and use of mental health specialists

If I need to refer a PLHIV who has depression, I have easy access to psychiatrists and other mental

health specialists.

19% 29% 71%

Diagnosis and management of depression in PLHIV should be left to psychiatrists and other mental

health specialists.

56% 16% 28%

When my patients with HIV have depression, I usually manage their depression myself without

making a referral.

40% 25% 35%

* Totals may not equal 100% because of rounding.
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Access to and Use of Mental Health Specialists. A
majority of respondents (71%) disagreed that “diag-
nosis and management of depression in PLHIV
should be left to.mental health specialists.” Most
respondents (71%) reported “easy access” to mental
health specialists, with higher levels of agreement
among private practitioners (4.1 vs 3.5, t ¼ 2.34,
P ¼ 0.02) and practitioners with more years of prac-
tice (b ¼ 0.05; t ¼ 2.28; 95% CI, 0.006-0.085).
There were no other significant differences in
responses by gender, urban versus rural practice
location, government versus private practice, or
number of PLHIV seen per month.

CONC LU S I ON S

In this sample of 69 Indian HIV clinicians attend-
ing the 2015 Chennai ART symposium, we found
that a majority agreed that depression in PLHIV
is an important clinical problem and that depression
can and should be managed by HIV clinicians.
There appeared to be considerably less
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misinformation and stigma about depression in this
sample compared with a previous study of Indian
nonpsychiatric clinicians,20 which suggests that
HIV providers may have been sensitized to the
importance of behavioral health. Encouragingly,
compared with nonpsychiatric clinicians in high-
income countries,24,27 including HIV clinicians in
the United States,23 the Indian HIV providers
sampled in our study appeared to have similar (if
not greater) favorable attitudes toward PLHIV
and a willingness to diagnose and treat depression.
We found that these opinions and attitudes were
generally held regardless of respondents’ gender,
rural versus urban practice locale, employment in
public or private practice, years in practice, or num-
bers of PLHIV seen per month. These findings
suggest that Indian HIV clinicians should play an
integral role in delivering evidence-based interven-
tions to treat depression in the HIV primary care
setting.

There exist numerous examples in the literature
of nonspecialist clinicians, including lay health
workers, being trained in LMICs to provide mental
health care.18,28 Further, emerging evidence from
the United States29 and Cameroon30 suggests that
task-shifting models for mental health care embed-
ded within HIV care settings may be effective in
reducing depression-related morbidity among
PLHIV. Given these successful precedents, the
results of our study should provide an impetus for
efforts to train Indian HIV clinicians to integrate
depression care into routine HIV clinical care.

Although the results of this study were generally
encouraging, several findings of concern merit
attention from policymakers. First, nearly half of
respondents reported that a lack of knowledge or
training hindered their management of depression
in PLHIV. In particular, respondents felt relatively
uncomfortable in treating, compared with diagnos-
ing, depression. Second, although the prevalence
of stigmatizing attitudes toward people with depres-
sion appeared to be lower in our sample compared
with a sample of non-HIV, nonpsychiatric clini-
cians,20 a significant percentage of respondents still
agreed that depression was a sign of personal weak-
ness or that people with depression “have only
themselves to blame.” Therefore, efforts to improve
clinical knowledge of depression and to reduce stig-
matizing attitudes among HIV clinicians may be
important to the success of interventions for depres-
sion in the HIV primary care setting.

There are several limitations to this study. First,
because this study used a convenience sample of
HIV clinicians who were motivated enough to
attend an educational symposium, our results cannot
be considered representative of all Indian HIV clini-
cians. Nevertheless, CART 2015 is one of the most
widely attended HIV symposia in India, and it is
likely that a sizable percentage of HIV clinicians
from South India were in attendance. Second,
responses may have been affected by social desirabil-
ity bias and therefore may not have fully reflected
participants’ true opinions or practices. As a result,
we may have underestimated respondents’ stigma-
tizing attitudes or lack of knowledge and comfort
regarding depression in PLHIV, underscoring the
need for policymakers to address these issues as a
part of interventions targeting PLHIV with
depression.

In conclusion, we found that Indian HIV clini-
cians feel that depression in PLHIV is an important
clinical problem and that depression can and should
be managed in the HIV primary care setting. Our
findings suggest that with proper training, HIV
clinicians should occupy a central role in interven-
tions for Indian PLHIV with depression. Given
the high prevalence of depression and the association
of depression with poorer HIV-related outcomes,
including increased morbidity and mortality, further
study to design and implement such interventions in
the Indian context is warranted.
ACKNOWL EDGMENT S

The authors are grateful to Kavitha Balaji, Pearl Paice,
and the many other staff members of the Y.R. Gaitonde
Centre for AIDS Research and Education who partici-
pated in this project.
R E F E R E N C E S
1. Olley BO, Seedat S, Stein DJ. Persis-
tence of psychiatric disorders in a
cohort of HIV/AIDS patients in
South Africa: a 6-month follow-up
study. J Psychosom Res 2006;61:
479e84.

2. Meade CS, Sikkema KJ. HIV risk
behavior among adults with severe
mental illness: a systematic review.
Clin Psychol Rev 2005;25:433e57.

3. Burack JH, Barrett DC, Stall RD,
Chesney MA, Ekstrand ML,

http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref1
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref2
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref2
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref2
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref2
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref2
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3


A n n a l s o f G l o b a l H e a l t h , V O L . 8 2 , N O . 5 , 2 0 1 6 Chan et al.
S e p t e m b e reO c t o b e r 2 0 1 6 : 7 9 2 – 7 9 7

Indian HIV Providers’ Attitudes Toward Depression

797
Coates TJ. Depressive symptoms and
CD4 lymphocyte decline among
HIV-infected men. JAMA 1993;270:
2568e73.

4. Ickovics JR, Hamburger ME,
Vlahov D, et al. Mortality, CD4 cell
count decline, and depressive symp-
toms among HIV-seropositive
women: longitudinal analysis from
the HIV Epidemiology Research
Study. JAMA 2001;285:1466e74.

5. Holzemer WL, Corless IB,
Nokes KM, et al. Predictors of self-
reported adherence in persons living
with HIV disease. AIDS Patient
Care STDS 1999;13:185e97.

6. Antelman G, Kaaya S, Wei R, et al.
Depressive symptoms increase risk of
HIV disease progression and mortality
among women in Tanzania. J Acquir
Immune Defic Syndr 2007;44:470e7.

7. Cook JA, Grey D, Burke J, et al.
Depressive symptoms and AIDS-
related mortality among a multisite
cohort of HIV-positive women. Am
J Public Health 2004;94:1133e40.

8. HIV/AIDS in India. Washington,
DC: World Bank. Available at:
http://www.worldbank.org/en/news/
feature/2012/07/10/hiv-aids-india;
July 10, 2012. Accessed July 27, 2014.

9. Khan MA, Sehgal A. Clinico-epide-
miological and socio-behavioral study
of people living with HIV/AIDS.
Indian J Psychol Med 2010;32:22e8.

10. Nebhinani N, Mattoo SK, Wanchu A.
Psychiatric morbidity in HIV-positive
subjects: a study from India.
J Psychosom Res 2011;70:449e54.

11. Talukdar A, Ghosal MK, Sanyal D,
et al. Determinants of quality of life
in HIV-infected patients receiving
highly active antiretroviral treatment
at a medical college ART Center in
Kolkata, India. J Int Assoc Physicians
AIDS Care 2013;12:284e90.

12. Chan BT, Pradeep A, Prasad L, et al.
Psychosocial conditions and sexual
risk behaviors among people present-
ing for voluntary counseling and test-
ing in southern India. Poster
presentation at: IDWeek, October 6,
2015, San Diego, CA, USA.
13. ThirunavukarasuM,ThirunavukarasuP.
Training and National deficit of
psychiatrists in Indiada critical analysis.
Indian J Psychiatry 2010;52(Suppl 1):
S83e8.

14. Andrew G, Cohen A, Salgaonkar S,
Patel V. The explanatory models of
depression and anxiety in primary
care: a qualitative study from India.
BMC Res Notes 2012;5:499.

15. Grover S, Dutt A, Avasthi A. An
overview of Indian research in depres-
sion. Indian J Psychiatry
2010;52(Suppl 1):S178e88.

16. Patel V, Belkin GS, Chockalingam A,
Cooper J, Saxena S, Unützer J. Grand
challenges: integrating mental health
services into priority health care plat-
forms. PLoS Med 2013;10:e1001448.

17. Mayston R, Kinyanda E,
Chishinga N, Prince M, Patel V.
Mental disorder and the outcome of
HIV/AIDS in low-income and
middle-income countries: a systematic
review. AIDS 2012;26(Suppl 2):
S117e35.

18. Patel V, Weiss HA, Chowdhary N,
et al. Effectiveness of an intervention
led by lay health counsellors for
depressive and anxiety disorders in
primary care in Goa, India
(MANAS): a cluster randomised con-
trolled trial. Lancet 2010;376:
2086e95.

19. Kaaya S, Eustache E, Lapidos-
Salaiz I, Musisi S, Psaros C,
Wissow L. Grand challenges: improv-
ing HIV treatment outcomes by inte-
grating interventions for co-morbid
mental illness. PLoS Med 2013;10:
e1001447.

20. Almanzar S, Shah N, Vithalani S,
et al. Knowledge of and attitudes
toward clinical depression among
health providers in Gujarat, India.
Ann Glob Health 2014;80:89e95.

21. Kumarasamy N, Solomon S, Peters E,
et al. Antiretroviral drugs in the treat-
ment of people living with human
immunodeficiency virus: experience
in a south Indian tertiary referral
centre. J Assoc Physicians India
2000;48:390e3.
22. Kumarasamy N, Venkatesh KK,
Devaleenol B, et al. Factors associated
with mortality among HIV-infected
patients in the era of highly active
antiretroviral therapy in southern
India. Int J Infect Dis 2010;14:
e127e31.

23. Bess KD, Adams J, Watt MH, et al.
Providers’ attitudes towards treating
depression and self-reported depres-
sion treatment practices in HIV out-
patient care. AIDS Patient Care
STDS 2013;27:171e80.

24. Ohtsuki T, Kodaka M, Sakai R, et al.
Attitudes toward depression among
Japanese non-psychiatric medical doc-
tors: a cross-sectional study. BMC Res
Notes 2012;5:441.

25. Cowan J, Raja S, Naik A,
Armstrong G. Knowledge and atti-
tudes of doctors regarding the provi-
sion of mental health care in
Doddaballapur Taluk, Bangalore
Rural district, Karnataka. Int J Ment
Health Syst 2012;6:21.

26. Chaudhary RK, Mishra BP. Knowl-
edge and practices of general practi-
tioners regarding psychiatric
problems. Ind Psychiatry J 2009;18:
22e6.

27. Norton JL, Pommié C, Cogneau J,
Haddad M, Ritchie KA, Mann AH.
Beliefs and attitudes of French family
practitioners toward depression: the
impact of training in mental health.
Int J Psychiatry Med 2011;41:
107e22.

28. Patel V, Chowdhary N, Rahman A,
Verdeli H. Improving access to psy-
chological treatments: lessons from
developing countries. Behav Res
Ther 2011;49:523e8.

29. Pence BW, Gaynes BN, Adams JL,
et al. The effect of antidepressant
treatment on HIV and depression
outcomes: results from a randomized
trial. AIDS 2015;29:1975e86.

30. Gaynes BN, Pence BW, Atashili J,
et al. Changes in HIV outcomes fol-
lowing depression care in a resource-
limited setting: results from a pilot
study in Bamenda, Cameroon. PLoS
One 2015;10:e0140001.

http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref3
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref4
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref5
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref5
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref5
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref5
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref5
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref5
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref6
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref6
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref6
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref6
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref6
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref6
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref7
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref7
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref7
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref7
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref7
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref7
http://www.worldbank.org/en/news/feature/2012/07/10/hiv-aids-india
http://www.worldbank.org/en/news/feature/2012/07/10/hiv-aids-india
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref9
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref9
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref9
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref9
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref9
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref10
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref10
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref10
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref10
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref10
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref11
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref13
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref14
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref14
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref14
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref14
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref14
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref15
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref15
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref15
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref15
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref15
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref16
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref16
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref16
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref16
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref16
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref17
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref18
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref19
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref20
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref20
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref20
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref20
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref20
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref20
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref21
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref22
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref23
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref24
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref24
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref24
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref24
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref24
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref25
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref26
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref26
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref26
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref26
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref26
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref26
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref27
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref28
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref28
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref28
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref28
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref28
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref28
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref29
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref29
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref29
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref29
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref29
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref29
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref30
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref30
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref30
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref30
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref30
http://refhub.elsevier.com/S2214-9996(16)30699-3/sref30

	Attitudes of Indian HIV Clinicians Toward Depression in People Living with HIV
	Background
	Methods
	Results
	Etiology of Depression in PLHIV/Stigmatizing Attitudes Toward PLHIV with Depression
	Importance of Depression in PLHIV
	Treatment of Depression in PLHIV
	Ability and Willingness of HIV Clinician to Manage Depression
	Access to and Use of Mental Health Specialists

	Conclusions
	Acknowledgments
	References


